



INTERNAL MAMMARY ARTERY 
IMPLANT IN THE TREATMENT 
OF ANGINA PECTORIS: 

A THREE YEAR FOLLOW UP* 


ARTHUR VINEBERG, M.D., Montreal 


In 1946, 1947, AND AGAIN IN 195],))?)? we re- 
ported in this Journal experimental evidence 
suggesting that it was possible to graft a third 
artery into the left ventricle and have it function 
in coronary artery insufficiency. Since our last 
report in this Journal many points have been 
clarified and the technique of implant has been 
greatly improved. It is now 314 years since our 
first patient was operated upon, and three years 
since our first surviving patient underwent 
operation. 


A short review of experimental evidence will 
be given and a summary of our experience with 
12 patients with coronary artery insufficiency, 
all of whom have undergone internal mammary 
artery implant in the past 314 years. 

At this juncture let us consider two important 
questions: First—Just how necessary is surgery 
in the treatment of coronary artery insufficiency? 
Second—What experimental evidence is needed 
before a procedure can justifiably be used on 
human beings? 

A review of published statistics concerning the 
longevity and disability of patients with coronary 
artery insufficiency is most enlightening and most 
definitely disturbing. There is no question that 
every physician knows of cases that have lived 
many years with angina pectoris. However, an 
analysis of the average longevity in a series of 
cases throws a different light on this question. 

In Table I, the longevity of patients suffering 
from angina pectoris. is shown for a group of 
5,027 cases, reported in the recent literature. The 
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average span of life in all cases is well under 
8 years and, as Parker et al. and Bruck 
et al., who have reported the largest number of 
cases, point out, is probably 5 years. The figures 
quoted refer to angina pectoris, without con- 
sideration of the presence or absence of coronary 
thrombosis with infarction. 














TABLE I. 
PROGNOSIS WITH ANGINA PECTORIS 
Number of patients with Average longevity 

Author angina pectoris years) 

Herrick & Nuzun, 1918 200 3.0 

MacKenzie, 19235...... 380 5.4 dead group 

Wile, 1000F eo ois dc 200 3.4 dead group 

White et al, 19317...... 500 followed 2 to 3 7.9 

White et al, 19338. ..... years: 445 dead; 18.4 

52 alive. 

Eppinger & Levine, 1934 141 fatal cases 4.5 average 

Wedd & Smith, 1935"... 166 fatal cases 5.8 average 

Parker et al, 1946"..... 3440 Mayo Clinic 

study 5.0 entire group 

Bruck, W. J., 

Crumpacka, E. L."4 5766 patients followed 15% dead end 
ry, T. J., & Gage, 5 to 23 yrs. Ist year; 9% 
CBee Powlocbes eeehe dead each year 

thereafter. 


Avge. 5 year 
survival 58.4% 
entire group 
(Normal pop. 
86.9%). 

Avge. 10 years 
entire series 
37.1% (Normal 
pop. 70.4%). 





In Table II is shown longevity after the first 
attack of coronary occlusion. The patients quoted 
by Conner and Holt, and Levine and Rosen- 
baum, may not have had the benefit of modern 
cardiological methods of diagnosis. This, how- 
ever, cannot be said of those quoted by Katz 
et al. (see Table III) and Sigler. Although 
81.5% of Sigler’s patients (females) and 83.1% 
(males) were alive at the end of the second 
year, only 45.3% of the males and 39.8% of 
the females were alive at the end of the fifth 
year. These .figures have been taken from a 
rather large source of 1,208 cases very carefully 
studied, and cannot be minimized. Katz et al., 
reporting 488 cases with infarction show a much 
more serious picture. He reports that 25% of his 
cases were dead at the end of two months, 59% 
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at the end of one year, and 75% at the end of 
three years. 

In Table III is shown the longevity in a series 
of cases that have had coronary artery occlusion 
with infarction. 

Now that we have discussed longevity in per- 
centages, let us consider the ability of those who 
survive to work. There is no doubt that pa- 
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Now there is no doubt that every physician 
and every cardiologist knows of patients who 
have survived 20 or more years following the 
onset of angina pectoris and who have worked 
and lived reasonably active lives, and there are 
many cases reported in the literature. Such cases, 
however, are the exception rather than the rule, 
as every general practitioner knows. 














TABLE Ii. 
LonGEvity AFTER First ATTACK OF CORONARY OCCLUSION 
Survived 
Number jirst 
Author patients attack 1st year 2nd year 5th year 10th year 
Conner & Holt, 193012... . 287 117 75% well 56% well 21% well 
Levine & Rosenbaum, 1941'!4 372 75% alive 50% alive 25% alive 


Sigler, L. H. 195117....... 1,208 


81.5 (F.) alive 39.8 (F.) alive 10.4 (F.) 


0.4 
45.3 (M.) alive 10.7 (M.) 





Note:—Average age onset for Sigler’s group—55 years. 


83.1 (M.) alive 





TABLE III. 








No. patients with 


PROGNOSIS WITH CORONARY ARTERY OCCLUSION WITH INFARCTION 








Author coronary thrombosis Mortality 
Conner & Holt, 1930!2.......... 287 16.2% dead—first attack 
Bedford, 193513........: oe 31 6 months 
Levine & Rosenbaum, 1941'4..... 372 101 fatal cases 3.4 years 
Master et al., 193615......... .. 248 8% dead up to time of 
discharge 
Katz et al., 194916. ....... . 488 with infarction 25% dead—2 months 
50% dead end of 1 year 
75% dead end of 3 years 
Sigler, L. H. 194917... 1,208 423 died after one attack Avge. longevity 3.8 yrs. (M.) 
or more Avge. longevity 3.1 yrs. (F.): 
785 alive after one or more Avge. longevity 4.9 yrs. (M.) 
attack Avge. longevity 4.5 yrs. (F.) 
Bruck, W. J., 
Crumpacka, E. L.!!8.. 1,302 cases—previous infarction 5 yr. survival 45.9% 
10 yr. survival 26.0% 
cases—subsequent infarction 5 yr. survival 41.2% 


Dry, T. J. & Gage, R. P.......... We 


10 yr. survival 22.7% 





tients survive coronary artery occlusion with in- 
farction, but what kind of lives do they lead; 
how many are capable of working and, if they 
are working, how many of them are symptom 
free? According to Friedberg,'* about 53% 
return to work, but of these only 32% are able 
to work full time and 21% part time. Thus, when 
we speak of approximately 50% 5-year survivals 
after coronary occlusion with infarction, one 
does not consider how many of these people who 
survived are useful citizens. In a general study 
of statistics one is surprised to find that only 
about 18% of those who survive are able to 
return to a full and active life. 


It is thus clear that from the most optimistic 
figures, less than 50% of patients with one coro- 
nary artery occlusion will be alive at the end of 
5 years, and less than one-third of those who 
survive the first attack are asymptomatic and are 
capable of gainful occupation. It would seem 
from the figures presented that the disease. pro- 
gresses after the first coronary occlusion. 
Certainly this appears to be true between the 
first and fifth years after the initia] attack (see 
Table II). Natural forces in the form of collaterals 
take over after the first coronary occlusion and 
maintain the myocardial muscle fibres in reason- 
able condition. Unfortunately, the process of 
coronary artery sclerosis is progressive, so that 
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gradually more and more collaterals are shut off 
and more and more muscle becomes fibrotic. 
Thus, if a new source of blood can be brought 
to the myocardium before it is destroyed, there 
is every reason to believe that further myocardial 
destruction can be stopped. 

It must be remembered that the functional 
unit of the heart is the myocardial fibre. Once 
this is destroyed it cannot be replaced. When a 
great number of. these fibres are destroyed the 
reserve of the heart is greatly diminished and 
eventually a condition is reached where so many 
myocardial fibres have been destroyed and re- 
placed by fibrous tissue that the most ideal 
method of revascularization can do nothing to 
help such a heart. Therefore, it is important to 
realize that the revascularization of the myo- 
cardium should be attempted as soon as pos- 
sible to prevent progressive destruction and ulti- 
mate fatal loss of myocardial fibres. The onset of 
angina in severe form is, in our opinion, a definite 
indication for making an attempt at surgical re- 
vascularization of the-myocardium. This will be 
discussed later under indications. 

Experimental criteria.—It has often been said 
of experimentation that what is true of the 
animal does not necessarily apply to man and 
therefore that experimental evidence is of little 
value. This is partly true. However, what is much 
more likely to be true is that if a procedure does 
not work in the heart of a dog or a pig, it is not 
at all likely to be of value in the heart of a 
human being. Far too many new medical and 
surgical treatments have been tried out on human 
subjects without having been adequately tested 
in the laboratory. 

Many new drugs have been used in the treat- 
ment of angina pectoris which were at first 
hailed with enthusiasm only to fall into the dis- 
card in the light of cold facts. Likewise, numer- 
ous surgical procedures have been devised, each 
to gain a measure of popularity, largely de- 
pendent upon the personality and energy of the 
surgeon who developed the procedure, and each, 
in turn, like other forms of treatment, to be later 
abandoned. Practically all of these many thera- 
peutic measures were founded on clinical and 
not upon laboratory data. 

In the development of methods for revascular- 
izing the myocardium, there are certain experi- 

-mental facts which must be demonstrated before 
the method is applied to human coronary in- 
sufficiency. Three different types of surgical pro- 
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cedure are now used in the treatment of human 
angina pectoris, namely (1) the procedure of 
pericardial cardiopexy, (2) arterialization of the 
coronary sinus, and (3) internal mammary 
artery implant. In this article I wish to present 
the method of revascularization of the ventricu- 
lar myocardium which has been developed and 
tested in the experimental laboratories of McGill 
University in the past 8 years, ndmely that of 
internal mammary artery implant. 


ARTERIALIZATION OF THE INTRAMURAL 
VESSELS OF THE LEFT VENTRICULAR MUSCLE 
BY MEANS OF INTERNAL MAMMARY 

ARTERY IMPLANTATION 


Before proceeding to the details of this method 
for the revascularization of the ventricular muscle, 
a short review of the histological, anatomical and 
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be chambers of h¢art 


Fig. 1.—Relationship between the various components 
of the coronary circulation. 


pathological structure of the myocardium must 
be given. There are two factors now generally 
accepted upon which the procedure of internal 
mammary artery implantation is based: one is 
the anatomical pattern of the myocardial circula- 
tion, the other is the modern concept of the 
pathology of coronary artery sclerosis. 

1, Anatomical structure of the ventricular myo- 
cardium.—It is well known that there are many 
differences between cardiac and skeletal muscles. 
The differences in which we are most interested 
concern the peculiarly rich network of blood 
vessels which supply the myocardial muscle 
fibres. Actually, there exists within the myo- 
cardium a veritable sponge-work of vessels. Their 
arrangement is graphically shown in Fig. 1.” 
As the smaller branches of the coronary arteries 
subdivide, they leave, the surface of the heart 
and penetrate the myocardium at right angles. 
As they approach the endocardial surface they 
resume their horizontal direction and arborize 
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into a rich arteriolar bed from which the capil- 
laries arise. The arterioles also communicate 
directly with sinusoid arterial spaces which con- 
nect with the myocardial sinusoids. These latter 
vessels, with a lumen of from 50 to 250 w» in 
diameter, run a wandering course about the 
muscle fibres and anastomose with each other 
and the capillaries. Because of the structure of 
the myocarditm, an implanted internal mammary 
artery with an open attached intercostal vessel 
fails to form a surrounding hematoma and re- 
mains patent for an indefinite period of time. 

The second factor which indicates that inter- 
nal mammary artery implant will be a successful 
method of treating coronary artery insufficiency 
is based on the pathological character and dis- 
tribution of coronary artery disease. 

2. Pathology of coronary artery disease.—The 
generally accepted idea that coronary artery dis- 
ease is widely spread throughout the coronary 
tree has not been borne out by pathological 
study. Arteriosclerosis of the coronary arteries 
is usually, if not always, confined to the epi- 
cardial part of their courses and never involves 
the penetrating myocardial branches to any 
significant degree. Thus, in coronary artery scler- 
osis there is a vast network of arterioles, etc., 
deep within the myocardium which are free of 
disease.”° *! If arterial blood is delivered to this 
network, then it can reach all parts of the 
ventricular myocardium. An implanted internal 
mammary artery thus can bridge over the 
blocked superficial coronary vessels so_ that 
arterial blood can reach the intact deep arteriolar 
system of vessels which are still open and free 
of disease. : 

In the evolution of human coronary artery 
sclerosis a similar process occurs. It has been 
shown by Zoll?? that in the normal human heart 
intercoronary anastomoses are rare. However, in 
the presence of arterial occlusion, intercoronary 
anastomoses develop distal to the point or points 
of occlusion. The development of such inter- 
coronary anastomoses occurs frequently and 
probably prevents myocardial infarction when 
the occlusion develops slowly. Zoll reports a study 
on a human heart with occlusion of the left 
anterior descending, left circumflex, and right 
coronary vessels, of such extent that the major 
portion of blood supplied to the heart came from 
a large separate conus artery which was con- 
nected with small branches below the points of 
occlusion in the descending coronary artery. It 
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is thus not surprising to find that an implanted 
internal mammary artery placed beyond the 
point of coronary artery occlusion and among 
the deep myocardial vessels is capable of vascu- 
larizing the left ventricular muscle. 


PROCEDURE 


The left internal mammary artery is freed from the 
chest wall from the 4th to the 6th intercostal space. The 
distal end is doubly ligated and transected between the 
ligatures. A. tunnel is made in the anterior wall of the 
left ventricle and the freed portion of the artery is pulled 
into the tunnel and there fixed. The intercostal vessels 
which arise from the freed portion of the internal mam- 
mary artery are ligated, except for the 6th, which is 
transected just before the implant is pulled into the 
myocardial tunnel. The Salouaal ‘aedniaieilee artery is’ thus 
placed in a tunnel within the ventricular myocardium, 
with an open, freely bleeding intercostal branch (Fig. 2). 
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Fig. 2.—Internal mammary artery detached from its 
chest wall attachment and buried in a tunnel in the 
left ventricular myocardium. Open stumps of intercostal 
not shown. Fig. 3.—How Schlesinger’s injection mass is 
introduced through a cannula placed in the internal mam- 
mary artery weeks to months after implantation. In the 
presence of mammary-coronary anastomosis, the. injec- 
tion mass spreads throughout the left coronary arterial 
network and emerges from a second cannula placed in 
the mouth of the left coronary artery. . 


In another technique the artery is buried with its end 
open (Figs. 6 a 7). 

In previous publications23, 24, 25 it was shown that an 
anastomosis developed between the implanted internal 
mammary artery and the left coronary circulation. The 
presence of such mammary-coronary anastomosis in dogs 
was proven in the following manner. 

Weeks or months after implantation the animals were 
sacrificed. Two separate cannulas were used: one was 
inserted into the internal mammary artery facing towards 
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the heart, the other was tied in the mouth of the left 
coronary artery. The heart and attached internal mam- 
mary artery were removed from the thoracic cavity, and 
Schlesinger’s injection mass was introduced through the 
internal mammary artery. This injection mass is known 
to pass freely through no vessel smaller than an arteriole 
40 microns in diameter. Where there was. a large 
anastomosis the injection mass was seen to enter the 
internal mammary artery, spread throughout the coro- 
nary arteries of the left ventricle, and fill the cannula 
placed in the mouth of the left coronary artery (Fig. 3). 
This would indicate that the anastomosis is with the 
arterial rather than the venous side of the coronary 
circulation. After injection x-rays were taken to show 
the distribution of the injection mass throughout the 
coronary circulation. 

Following x-ray studies, sections were taken through 
the area of implantation and serial section studies were 
made. These serial sections showed branches leaving the 
implanted. internal mammary artery, and these branches 


Fig. 4.—Serial sections through site of internal mammary artery implant 48 days after 


VINEBERG: ANGINA Pecroris 371 






coronary artery and the coronary veins. The in- 
jection mass did not enter. the capillary vessels. 
Acid and alkaline solutions were used for diges- 
tion and the resulting casts were studied under 
the dissecting microscope. 

Two types of implants were studied: one in 
which the internal mammary artery was buried 
within the myocardium with its end open, and 
the other with it closed but with an attached 
open bleeding intercostal branch. When the 
internal mammary artery is buried with its end 
open and bleeding into a myocardial tunnel, an 
anastomosis occurs between it and the left 


implantation showing branching of transplant, with injection in lumen. 


could be followed out into the myocardium. In Fig. 4, 
serial sections are shown which have been taken through 
the site of internal‘ mammary artery implantation 48 days 
after implant. Note how the injection mass in the lumen 
of the implanted internal mammary artery can be fol- 
lowed out through a new branch into the myocardium. 


Having proven the presence of mammary- 
coronary anastomosis by injection, by ‘radio- 
graphic studies, and by serial section, it was then 
decided to attempt visualization of the anasto- 
mosis by plastic casts. 

From a few days to many months after im- 
plantation, a plastic solution was injected into 
the proximal end of the internal mammary 
artery. At the same time, similar plastic solutions 
of different colours were introduced into the left 





coronary arterioles within 5 days. The entire left 
coronary arteriolar system can be filled with 
plastic substance through this implanted artery 


.(Figs. 5 and 6). Such anastomoses have been 


found to be present at least 214 months after 
implantation (Fig. 7). 

When the internal mammary artery is buried 
with its end closed, but with an open 6th inter- 
costal artery, 7.e., the standard implant described 
frequently during the past 8-years, then the 
artery can be seen to branch at the end of 12 
days (Fig. 8). 

These branches grow and at the end of 3 to 
4 weeks are well formed arterioles which join up 
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with arterioles lying in the left ventricular myo- 
cardium (Fig. 9). The anastomoses between the 
new branches from the internal mammary artery 
and the arterioles of the left coronary artery are, 
however, not usually fully developed under 6 
weeks to 2 months. 





Fig, 5 


Fig. 5.—Internal mammary artery (arrow) freea from 
subclavian to 6th intercostal artery and open end im- 
planted in 2” tunnel in left ventricular myocardium. 
Dog killed 5 days later in fight. Vinylite plastic in- 
jected through the internal mammary artery is seen to 
fill arterial vessels of left ventricle. Fig. 6.—Same cast 
as Fig. 5, except that the coronary vessels superficial to 
the implanted internal mammary artery were removed 
to show underlying internal mammary artery. Note how 
in 5 days vessels leave the implanted internal mammary 
artery to join the left coronary arteries. 





Fig. 7 Fig. 8 

Fig. 7.—Internal mammary artery freed from chest wall 
from 6th intercostal artery to subclavian and open distal 
end buried in 2” tunnel in myocardium of left ventricle: 
partial ligation of origin anterior descending done simul- 
taneously. Chest opened 77 days after operation and 
subclavian artery isolated and injected with india ink. 
The ink was seen to flow down the internal mammary 


artery into the heart, where it was seen in the coronary , 


vessels. Note Vast mammary-coronary artery anastomosis, 
also mammary-venous anastomosis. Fig. 8.—Internal 
mammary artery freed from chest wall between 4th and 
6th intercostals and placed in 1” long tunnel in the 
ventricular myocardium with open stump of 6th inter- 
costal. This animal died of pneumonia 12 days later. 
Cast made by injecting internal mammary artery with 
vinylite plastic, and cut away to show buried internal 
mammary artery with stump of 6th intercostal (arrow). 
Note tufting and branching from open stump of 6th 
intercostal attached to internal mammary artery. 


In some of our injected specimens the casts 
show that the new branches join, not only with 
the coronary arterioles, but occasionally with the 
coronary veins (Fig. 7). 
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DuRATION AND CHARACTER OF 
CORONARY-MAMMARY ANASTOMOSIS 


Glenn” and associates have confirmed the de- 
velopment of an anastomosis between an im- 
planted internal mammary artery and the coro- 
nary vessels. However, they stated that the new 





Fig. 9.—Internal mammary artery freed from 4th to: 
6th intercostal and implanted in 1” tunnel in left ventri- 
cular wall with attached open 6th intercostal. Piece of 
sclerosing cellophane simultaneously wrapped around 
origin of anterior descending branch, Animal sacrificed 
23 days later because of distemper. Mammary-coronary 
anastomoses well shown. 


vessels tend to disappear at the end of 8 weeks. 
They further suggested that the new vessels were 
small and resembled granulation tissue. In our 
series, the average interval from implant to 
sacrifice was 11 weeks (Table IV). One animal 
was kept for 58 weeks after implantation. The 
anastomoses at the end of that time not only 
persisted, but were large enough to protect 
against death and infarction following ligation 
of the anterior descending branch. 


Not only has it been suggested that a coronary- 
mammary anastomosis tends to disappear at the 
end of 8 weeks, but it has also been suggested 
that the anastomosis is capillary in nature. Serial 
sections of 7 implants have been examined. 
Special preparations of these serial sections 
have been made to show elastic and muscle 
tissue. The character of the new branches formed 
by the internal mammary artery implant has 
thus been studied. They have been found to be 
arterial in nature, containing both muscle and 
elastic tissue in their walls. These new arterial 
branches have been followed by serial section 
far out into the myocardium until they dis-. 
appear.”* 
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VALUE OF CORONARY-MAMMARY 
ANASTOMOSIS 


Histo-anatomical proof of anastomotic chan- 
nels between extra-cardiac arterial sources and 
the coronary circulation gives no indication of 
its functional value. This is true not only of 
coronary-mammary anastomosis but of all other 
procedures used for augmenting myocardial 
circulation. Functional tests give the best indica- 
tion of the value of the new arterial blood supply. 
These may be divided into three groups: 


I. Survival experiments following ligation of the 
anterior descending branch of the left coronary 
artery. ; 

II. Determination of the direction of blood flow in 
the internal mammary artery. 


Il. Rxyetionetet production of myocardial ischemia 
and its treatment by internal mammary im- 
plantation. 


I. Survival experiments following ligation of 
the anterior descending branch of the left coro- 
nary artery.—There is some divergence of opinion 
in the literature as to the effects of ligation of 
the anterior descending branch of the left coro- 
nary artery. Some claim a low mortality for this 
procedure, and others claim a high mortality. 
The majority of investigators have found the 
mortality in dogs to range from 70 to 80%. In 
our series of 10 control dogs, the average mor- 
tality rate from anterior descending branch liga- 
tion was 80%. It is our belief that the great 
variation in mortality reported in the literature 
following anterior descending branch ligation is 
dependent upon the site of ligation. 


Method of ligation—The anterior descending 
branch of the left coronary artery should be 
ligated at its origin. The position of the ligature 
must be carefully checked by examining the left 
coronary artery to make certain that the ligature 
has included all branches, other than the cir- 
cumflex. Frequently, one or two septal branches 
are missed, and occasionally branches arise from 
the main trunk of the left coronary artery. 

_ An analysis of the results of anterior descending 
branch ligation is shown in Table V. A total 
of 78 dogs had anterior descending branch liga- 
tion. There were 10 control animals, and 39 other 
animals in which the coronary circulation was 
not augmented. In this group of animals there 
was an overall 80% mortality, with a 20% sur- 
vival with infarction. In 29 animals in which a 
large mammary-coronary anastomosis had de- 
veloped, there were no deaths and no infarctions 
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following anterior descending branch ligation. 
Thus it would seem that coronary-mammary 
anastomosis not only increases coronary circula- 
tion, but gives protection against death and 
infarction. 


TABLE IV. 





DuRATION OF ANASTOMOSIS 





Presence of Value of anastomosis 
anastomosis after ligation of 
after anterior descending 


No. of implant branch of the left 
Type of anastomosis animals (weeks) coronary artery 
Microscopic anastomosis 1 5 
1 6 
1 7 . . 
Anastomosis small due 2 8 Protection against death 
to thickened or parti- 2 11 or infarction afforded in 
ally thrombosed inter- 2 12 three animals only 
nal mammary artery 2 13 
1 14 
12 
Macroscopic anastomosis 1 6 
2 7 
5 9 No deaths or infarction 
Anastomosis large 5 11 occurred. 
4 12 
2 14 
1 17 
Internal mammary 1 18 In coronary artery scler- 
artery patent 3 19 osis, caused by cello- 
1 21 phane irritation, marked 
1 31 improvement in exercise 
1 41 tolerance occurred. 
1 46 
1 58 
29 


TABLE V. 
A SAL RT A AS Saeco N  RRS 
EXPERIMENTAL Data (VINEBERG ET AL.) 








= 


Ligation anterior descending branch 
of the left coronary artery 


Survival Survival 
No. of with without 
dogs Death infarction infarction 
CE Ss code ce wakaeboms 10 80% 20% 0 


Internal mammary artery im- 
plant and/or other experi- 
ments but without augmen- 
tation of the coronary 
CUOMO 5. 5s dc tedicles 39 80% 3% 17% 
Internal mammary artery im- 
plant with coronary anas- 
CUMMING ars aad os ss ne wae 22 — — 100% 
Nore:—Internal mammary artery after implantation forms anasto- 
moses with coronary circulation in from 50% to 75% of 
animals operated upon. 





The experimental data shown in Table V in- 
dicates that coronary-mammary anastomosis 
when it occurs is of value in protecting against 
death or infarction, However, because of the 
differences of opinion concerning the value of 
survival after descending branch ligation, a 
second group of functional experiments were 
performed. 

II. Direction of blood flow in implanted in- 
ternal mammary artery.—The direction of blood 
flow through the implanted internal mammary 
artery was studied in order to determine whether 
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it was bringing blood to the ventricular myo- 
cardium. Direct determination of the direction 
of blood flow in the internal mammary artery was 
difficult, so the indirect method was used. Ani- 
mals which survived anterior descending branch 
ligation of the left coronary artery were sub- 
jected, 4 to 5 weeks later, to complete and 
sudden occlusion of the implanted internal mam- 
mary artery. If the internal mammary artery 
was maintaining the circulation of the left ven- 
tricle, then following the ligation, either death 
or infarction should result. This is exactly what 
happened. In 3 animals with an internal mam- 
mary implant which had survived anterior de- 
scending branch ligation, the internal mammary 


4 * 24. Fs: PAS Oi oN 

Fig. 10.—Section through human heart at site of internal 
mammary artery implant 62 hours later. Note how the 
vessel lies open, between the myocardial fibres, and the 
absence of surrounding hematoma. This is remarkable 
because the artery was pulled into position with an 
attached open bleeding intercostal vessel. The absence of 
clot in the lumen of the vessel is likewise to be noted. 





artery was ligated. One animal died within 24 
hours and displayed an oedematous, cyanotic 
area of the anterior wall from a large infarct in 
the same location. Another animal survived, 
but examination of the sacrificed specimens re- 
vealed that multiple inter-coronary anastomoses 
were present. 

In all these animals there was a demonstrable 
mammary-coronary anastomosis. There can be 
little doubt that in those animals which died fol- 
lowing internal mammary artery ligation, the 
circulation of the anterior portion of the left 
ventricle was being maintained by the internal 
mammary artery implant. 

The evidence just presented suggested that the 
internal mammary artery after implantation into 
the left ventricular wall is capable of maintain- 
ing the left ventricular circulation. These ex- 
periments, however, were carried out on the 





hearts of normal animals. It was therefore neces- 
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sary to attempt to artificially produce coronary 
artery insufficiency, and to treat it by internal 
mammary artery implantation. 

Thus, we set out to experimentally produce 
and treat coronary artery insufficiency, and so 
establish a third functional test of the value of an 
internal mammary-coronary anastomosis. 

III. Experimental production and treatment of 
coronary artery insufficiency.—In this series of ex- 
periments, coronary artery insufficiency was pro- 
duced in dogs and treated by internal mammary 
artery implant. The first problem was to find a 
method of producing coronary artery occlusion 
which would simulate that which occurs in 
human coronary sclerosis. The second problem 
concerned the evaluation of coronary insuffi- 
ciency when it was produced, and its response to 
treatment. 


Method of producing coronary artery insufficiency.— 
The anterior descending branch of the left coronary 
artery was exposed at its origin. Beneath the left auriculo- 
ventricular sulcus to the left of the pulmonary trunk, the 
epicardium overlying the vessel was incised and_ the 
bifurcation of the main coronary artery exposed. A 
doubly folded strip of cellophane (Dupont-P.T.300), 
sterilized for 24 hours in a saturated solution of mercury 
oxycyanide, was twice wrapped completely, but loosely, 
around the origin of the anterior descending branch of 
the left coronary artery and fixed in position. Thus a 
segment of artery from 4 to 8 mm. long was completely 
surrounded with cellophane. 

The cellophane initiated a fibroplastic reaction, with 
collagen deposition about the artery. As subsequent con- 
tracture of the new fibrous tissue occurred, the lumen 
of the anterior descending branch of the left coronary 
artery was slowly narrowed. Gradually that portion of the 
myocardium nourished by this vessel became ischzemic. 

At the end of the experiment when the animals were 
sacrificed, the anterior descending branch of the left 
coronary artery was probed to determine the extent of 
the narrowing. Sections were made through the artery 
at the site of the cellophane wrap, and careful histologi- 
cal studies made of the degree of coronary occlusion. 

Method of evaluation of experimentally produced 
coronary insufficiency and its treatment: 

Exercise tolerance test.—In human coronary artery in- 
sufficiency there are two outstanding symptoms, namely, 
substernal pain, and intolerance to exercise. In the dog, 
it is most difficult to detect the presence of pain. It is, 
however, not difficult to determine accurately the 
animal’s tolerance or intolerance to exercise. 

Clinical and pathological experience have associated 
progressive exercise intolerance with progressive myo- 
oe ischemia. Thus, in the experimental animal, 
progressive diminution of exercise tolerance has been 
accepted as evidence of myocardial ischemia. In this 
series of experiments, myocardial ischemia was pro- 
duced by a cellophane wrap placed around the origin 
of the anterior descending branch of the left coronary 
artery. Exercise tolerance studies were carried out before 
and after cellophane wrap. Later, after internal mam- 
mary artery implant, they were repeated in order to 
establish whether improvement had occurred. 

A treadmill was used to exercise the animals. This 
was made originally for man and was thus very satis- 
factory for exercising large animals. The exercise 
tolerance of each animal was established prior to 
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wrapping the anterior descending branch with sclerosin 
type cellophane. Two groups of animals were studied. 
The first group was composed of those animals in which 
coronary artery insufficiency was produced by cello- 
phane occlusion of the anterior descending branch, and 
treated by internal mammary artery implant. In this 
series the average running time was reduced from 9 to 12 
minutes to 2.5 to 4 minutes, at 8% miles per hour, 3 
months after cellophane wrap. These animals were given 
an internal mammary artery implant and, 3 to 5 months 
later, the running time had returned to 6 to 8 minutes 
respectively, whereas the control animals had an 
average running time of 1.6 minutes at 8% miles per 
hour. In. those animals with an implant in which the 
running time had returned, there was a wide open 
coronary-mammary anastomosis. 

In the second group of animals, an internal mammary 
artery implant was performed at the same time as the 
cellophane wrap around the anterior descending branch. 
Where there was a widely patent mammary-coronary 
anastomosis there was no appreciable reduction in 
exercise tolerance. 


TREATMENT OF HUMAN CORONARY 
ARTERY INSUFFICIENCY BY INTERNAL 
MAMMARY ARTERY IMPLANTATION 


On the basis of the foregoing anatomical, func- 
tional and pathological facts, the internal mam- 
mary artery implant procedure has been used in 
the treatment of human cases of coronary artery 
insufficiency. 

Selection of patients.—The selection of patients 
for a new procedure is always difficult. We dis- 
like classifications, but, in a general way, we 
have found it convenient to divide our cases of 
coronary artery insufficiency into four groups: 

Group 1.—Mild or intermittent angina. In this 
group are those patients who experience an oc- 
casional attack of anginal pain on exercise, or 
during an emotional disturbance. They are able 
to work, and are capable of living reasonably 
normal lives. For this type of patient operation 
is not advisable: it is better to stop playing golf! 

Group 2.—Progressive coronary artery insuffi- 
ciency without disability. Evidence of progres- 
sive coronary artery insufficiency is an important 
indication for surgery. Patients in this group may 
still be working, but there is evidence of pro- 
gression of their disease. This may be shown in 
the electrocardiogram, or by an increase in the 
frequency of anginal attacks and, perhaps, pro- 
gressive dyspnoea. 

Group 8.—Partially or totally disabled, but 
without angina at rest. In this group are hun- 
dreds of thousands of people, men and women, 
who are unable to walk more than 50 to 100 
feet, or to do 22 steps on the Master two-step 
test, without anginal pain. Many suffer pain at 
rest, but in association with emotion, straining 
at stool, or a heavy meal. Some have night pain, 
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which awakens them. However, when sitting 
quietly in a chair, without stimuli, they are free 
from pain. Such cases have been accepted for 
surgery, in fact surgery should be encouraged, 
as it has been shown that less than 50% of such 
patients are alive at the end of 5 years. Another 
coronary artery occlusion may so lower their 
myocardial reserve as to place them in the hope- 
less, inoperable group of patients with status 
anginosus. 

Group 4.—Status anginosus.—In this group are 
patients who experience angina at rest. These 
patients chew nitroglycerine tablets day and 
night. One of our patients in this group con- 
sumed 180 nitroglycerine tablets in 2 weeks. 
This type of patient should not be submitted to 
cardiac surgery. There is insufficient cardiac 
muscle left to revascularize. Generally, these pa- 
tients are living on a pin-point opening in the 
one artery which is still open. Such a small open- 
ing usually cannot supply sufficient blood to the 
myocardium to keep. the patient alive during 
and after a major thoracic procedure. In addi- 
tion, such patients generally have very little 
myocardial muscle left to revascularize. 

Preoperative investigation.—With each patient 
we have attempted to exclude all other possible 
causes for his symptoms. This has been done 
in spite of a well established diagnosis of coro- 
nary artery insufficiency. Thus a search is made 
for intervertebral disc, infradiaphragmatic and 
supradiaphragmatic lesions, and in all cases, a 
psychiatric screening is done. A careful examina- 
tion of serial electrocardiograms must be made 
for evidence of recent activity, as well as re- 
peated sedimentation rates. In a few cases we 
have postponed operation for from 4 to 6 months 
on evidence of activity. 

Contraindications.—(1) Evidence of left ven- 
tricular failure. The history of left ventricular 
failure during an attack of myocardial infarction, 
with recovery, is not a contraindication. How- 
ever, the presence of left ventricular failure is 
most definitely a contraindication. (2) Enlarge- 


-ment of the left ventricle, unless it is due to 


hypertrophy associated with moderate hyperten- 
sion. (3) Advanced cases of essential hyper- 
tension. (4) Evidence of recent myocardial 
infarction or of active disease. (5) Status angina. 

This report deals with our experience with 12° 
cases of coronary artery insufficiency which have 
undergone internal mammary artery implantation 


*Total number cases operated upon. now 28. 
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in the past 3 years. Some of the facts concerning 
each patient are shown in Table VI. The cases 
have been divided into two groups—those with- 
out angina at rest, and those with status angina. 
All of these patients were male. Their ages varied 
from 36 to 57 years—the majority were over 52 
years. All were unable to work at the time of 
operation. Their periods of disability varied from 
7 to 36 months. 

Of these 12 patients, 10 had had one or more 
proven myocardial infarctions. Anginal pain was 
not the only symptom. In 7 of these cases, 


TABLE VI. 
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of Bailey’s statement that multiple infarction is 
a contraindication to surgery. It must be stated, 
however, that all three of the patients who died 
had had two or more infarcts. These patients, 
however, had pain at rest: their exercise toler- 
ance was Zero. 


In the selection of coronary insufficiency pa- 
tients for surgery, the condition of the ventricular 
myocardium to be revascularized is the crux of 
the situation. It is futile to attempt to revascu- 
larize scar tissue. Clinical estimation of the 
amount of myocardial muscle remaining to re- 





No Anarna aT REstT, 
ANGINAL PAIN 





| Time 
disabled 


Name Sex (months) rest 


Occupation 








Amount 
exercise 


150 ft. 










Previous 
infarction 







Eating Night Dyspnea Fatigue 


















No Yes None 


100 ft. 














No No Anterior 


posterior 















150 ft. 





No Large 


anterior 


50 ft. 


None 


—— ed 








50 ft. 


Large 
anterior 






Posterior 


Anterior 
posterior 






Anterior 
septal 





Posterior 









Anterior 
posterior 






Anterior 
posterior 







D.M. M. 54 Oil field 7 No 
worker 

E.S. M 49 Executive 24 No 

C:A. M 55 Machinist 24 No 
welder 

A.M. M 55 Grocer 10 No 

S.E. M 57 Electrician 10 No 

G.A. M 52 Farmer 28 ! No 

L.G.M. M 39 Physician 24 No 

M.B. M 36 Railroad 18 No 
switchman 

C.H. M 48 Engineer 17 No 

JP. M. 53 Tailor 36 Yes 

F.C. M. 57 Civil 36 Yes 
servant 

A.C. M. 46 Stevedore 12 Yes 


dyspnoea on effort, and in 6 cases fatigue, were 
prominent symptoms. Exercise tolerance varied 
from 50 feet to 200 feet on the level, and was 
markedly lowered in the two-step test. Their 
occupations varied from that of physician to that 
of machinist-welder. It should be noted that 
practically all of these patients were desperate. 
They had reached a stage where life was no 
longer livable. The majority of them fully ex- 
pected to die from the operation—and did not 
care. Even after the mortality rate -and the 
chances of failure were explained to them, they 
elected to undergo surgery. Two of the surviv- 
ing 12 patients had had anterior and posterior 
ventricular infarctions. This is interesting in view 


Anterior 
posterior 


vascularize is most important. We believe that 
exercise tolerance studies, combined with fluoro- 
scopy and electrocardiography, help to estimate 
the myocardial reserve. 


RESULTS 


The results of operation are shown in Table 
VII. Twelve patients have had the operation of 
internal mammary artery implant completed. Of 
these 12, nine have lived. There have been no 
deaths among the patients who had no ,angina 
at rest. Even though two of these patients had 
had both anterior and posterior infarctions, there 
was still some myocardial muscle left to re- 
vascularize. Both of these patients have done 
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well. In the group of 9 patients, all had been 
incapacitated before surgery; none were work- 
ing. Now 7 of them are working. Three have 
slight pain on severe exertion, and one has 
severe pain. Five are completely free of pain. It 
should be noted that in the case of our first sur- 
viving patient, it is now 3 years since operation, 
and from a condition of complete disability he 
can now walk 10 miles through the bush. 
There has been one failure in the group: he 
still suffers pain as severe as before the opera- 
tion. Examination of his heart under the fluoro- 
scope reveals that the apex is tilted upward and 
laterally, and this is accentuated during deep 
respiration. It would seem that the internal mam- 
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Of the 3 patients with status angina, two died 
60 and 62 hours after operation, and one died of 
cardiac arrest on the operating table. In these 
patients, the two major arteries were found to 
be blocked at autopsy, and they were living on a 
pin-point opening in a remaining vessel. In each 
instance there was very little muscle left to re- 
vascularize and this was extremely thin. Fig. 10 
shows a section through the site of internal mam- 
mary artery implant in our first fatal case. Note 
that the artery at the end of 62 hours after im- 
plantation is widely open and that there is no 
surrounding hematoma. 





Exercise tolerance Ability to work 









TABLE VII. 
RESULTS 
Time since 
operation 
Name (months) Occupation Anginal pain 
D.M. 34 Oil field None 
worker 
ES. 34 Executive Yes 
C.A. 33 Machinist Following severe 
exercise only 
A.M. 27 Grocer Slight, on severe 
exertion only 
8.E.* 18 Electrician Occasional 
G.A. Farmer None 
L.G.M. Physician None 
M.B. Railroad None 
switchman 
C.H. Engineer None 





hours per day 
Before After Before After 
150 ft. Up to No 8 hrs 
10 miles 
100 ft. Dances, etc. No No 
150 ft. % mile No 16 hrs. 
50 ft. \ to % mile No Part time 
50 ft. % mile No 8 hrs. 
200 ft. Not known No Working 
50 ft. 1 mile No Postgraduate 
course 
75 ft. Not tested: No Convalescing 
improved 
50 ft. 1 mile No Working 





Status angina—3 cases—all died within 62 hours of surgery 


*S.E.—Internal mammary artery implant, March 1952. Returned to work September 1952. May 1953, had severe substernal pain: considered 
to be thrombosis without infarction. July 1953, returned to work. Has slight pain, on exertion only. No change in electrocardiogram following 


recent thrombosis. 





mary artery was placed in the heart without 
sufficient slack to allow for the movement of 
respiration. This artery is most likely firmly 
thrombosed. 


Perhaps the most interesting case is that of “S.E.” a 
57 year old electrician, with a large anterior wall infarct, 
who was totally incapacitated. He was operated upon 
in March, 1952, and returned to his work in September, 
1952, feeling extremely well. In May, 1953, he de- 
veloped ‘severe sub-sternal pain and was hospitalized for 
what appeared to be an attack of myocardial infarction, 
but which turned out to be coronary artery occlusion 
without infarction. This man returned to work in July, 


1958, and is still working. His electrocardiogram reveals 
no change since operation. It would seem that he under- 
went coronary artery occlusion without infarction. In a 
heart such as his, but without internal mammary artery 
implant, if death had not occurred at least infarction 
should have occurred following a third coronary artery 
occlusion. 





CONCLUSION 


It has been shown experimentally: 
1. That the internal mammary artery, after im- 


' plantation into the left ventricular myocardium, 


forms an anastomosis with the left coronary 
circulation. 

2. That the implant is capable of sustaining 
life and preventing infarction when a major 
coronary vessel, the anterior descending branch, 
is occluded. 

3. That the implant is capable of revasculariz- 
ing the myocardium in a high percentage of ex- 
perimental cases. 

Twelve human subjects have been operated 
upon, with 3 deaths, and 8 good results. 
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One patient has had coronary occlusion 
since operation, without infarction. This patient 
has returned to work and it would appear that 
his mammary artery implant protected most 
probably against death, and most definitely 
against: infarction. 
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RESUME 


Cet article relate l’expérience acquise pendant les 
derniéres 3% années avec limplantation de [l’artére 
mammaire interne dans douze cas d’insu ce coro- 
narienne. Les statistiques indiquent une moyenne de vie 
de cinq ans dans les cas d’angine de poitrine. Seulement 
18% des survivants sont en état de reprendre une vie 
normalement active. La sclérose des coronaires est une 
lésion progressive. Une plus forte proportion du myo- 
carde se fibrose 4 mesure que les collatérales sont 
envahies. L’apparition de la déchéance myocardique peut 
étre retardée ou méme €vitée si le mene est doté d'un 
nouvel apport sanguin. C’est pourquoi la revascularisa- 
tion du myocarde doit étre considérée le plus tét pos- 
sible afin d’en prévenir la destruction progressive. 

L’implantation de lartére mammaire interne est basée 
sur la distribution anatomique des vaisseaux irriguant le 
myocarde et sur les concepts modernes de la sclérose 
des artéres coronaires. A’ cause de la structure méme 
du muscle cardiaque, l’artére mammaire interne accom- 
pagnée d’une de ses intercostales, et implantée dans 
le myocarde, ne cause pas d’hématome ét reste béante 
indéfiniment. L’athérome n’atteint habituellement que le 
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réseau épicardial des coronaires, laissant plus ou moins 
. s , 
intactes les branches profondes pénétrant le myocarde. 


La technique opératoire consiste 4 introduire l’artére 
mammaire dans un tunnel creusé 4 méme le myocarde 
du ventricule gauche. Le greffon artériel comprend un 
troncon ouvert de la 6iéme intercostale. L’étendue de 
l’'anastomose a été vérifiée sur des acess anatomo- 
pathologiques par Tinjection de la préparation de 
Schlesinger, par des études radiologiques basées sur 
injection de substances opaques, et, histologiquement, 
par des coupes en séries. Quand la mammaire interne 
est enfouie dans le myocarde avec son troncon ouvert et 
saignant, l’anastomose se produit avec les artérioles de 
la coronaire gauche en 5 jours. Si le troncon est ligaturé 
mais que la branche de la 6iéme intercostale reste 
ouverte, l’anastomose se produit aprés 12 jours. Trois 
ou quatre semaines plus tard, ces jeunes vdisseaux sont 
devenus de véritables artérioles bien formées. Il arrive 
que l’anastomose se fasse aussi avec les veines. Les 
épreuves fonctionnelles auxquelles sont soumis - ces 
nouveaux vaisseaux comprennent: 1—les expériences de 
survie aprés ligature de la branche descendante antéri- 
eure de la coronaire gauche; 2—la détermination de la 
direction de la circulation dans la mammaire interne; 
3—la production expérimentalement d’ischémie du myo- 
carde et son traitement au moyen de Fimplantation de 
la mammaire interne. 


Le choix des candidats pour l’opération est basé sur 
une classification en 4 groupes: I—les malades souffrant 
d’angine intermittente et de peu de conséquence; II— 
Yinsuffisance coronarienne progressive ne causant pas 
dinvalidité; II1I—les malades partiellement ou totalement 
invalides, mais sans angine au repos; IV—la grande 


_ angine de poitrine. L’opération est destinée au groupe 


III. Il va sans dire que le diagnostic d’insuffisance coro- 
narienne doit étre d’abord ‘solidement établi. Toute 
activité pathologique récente dans le myocarde est prise 
en ligne de compte d’une facon adverse, de méme que 
la dilatation, l’hypertrophie et la défaillance ventriculaire 
gauche, ainsi que Il’hypertension essentielle avancée. 
L’auteur passe en revue les douze cas qu'il a opérés et 
offre ses commentaires. M.R.D. 





“Leisure can be most aptly described as a period of 
intelligent but pleasurable relaxation after a long spell of 
strenuous intellectual work. The idler passes his life in 
idleness. The manual worker turns from toil to rest. The 
intellectual worker intersperses his work with leisure, 
with periods in which his brain is employed but not 
driven. To such a man leisure is not merely important 
but essential. During his periods of work he is storing his 
mind, and storing it so fast and so full that the newly 
acquired treasures are not properly appraised, sorted, 
arranged and put to use before others crowd upon them. 
During leisure there is a chance to catch up. The jumble 
becomes straight, the blocked channels start to flow 
again, and the owner comes back to find that, while he 
was away, the mess he left behind has been arranged 
for him into a pattern which now seems to have some 
meaning. Only leisure can rehabilitate the overstressed 
mechanism of the mind. Drugs bring cessation rather than 
rest; they put the brake on the machine instead of allow- 
ing it to tick over in neutral with the clutch out. Leisure, 
however, gives it a day in the workshop and allows it 
a period of overhaul and general tuning; and the work 
is undertaken by a method that is infinitely expert, be- 
cause it has been developed by the infallible process of 
research and rejection during the two billion years that 
have rolled by since man’s first simple ancestors lived on 
an earth that was without form and void.”—Sir Heneage 
Ogilvie, The Practitioner, 172: 75, 1954. 
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THE CONTROL OF INFECTIONS 
IN THE NEWBORN* 


A. F. HARDYMENT, M.D.,t 
Vancouver, B.C. 


THE CONTROL of infections in the newly-born is 
a challenge to all that have to do with this age 
group. The size of the problem can be illustrated 
by the example of our experience at the Van- 
couver General Hospital. There, in 1952, of 4,639 
babies born alive, 8 died of infection, 114 had an 
apparent skin infection, 47 had oral thrush, 36 
had conjunctivitis, 7 had an acute upper respira- 
tory infection, 4 had omphalitis, 3 had diarrhoea, 
and one each ‘had furunculosis, paronychie, 
mastitis, and meningitis. There were, therefore, 
215 babies who were presumed to be infected 
during this 12 month period. 

It is of interest to notice that during this one 
year infective pneumonia was not diagnosed in 
any newborn infant who subsequently survived. 
Six cases of pneumonia were discovered among 
the eight babies who died of infection. It is also 
noteworthy that infection caused 12% of the 
deaths of those live born infants who came to 
autopsy. 

We have been studying the epidemiology and 
the control of skin infections in our nurseries. 
Some data on the epidemiology of pyoderma 
neonatorum’ have been accumulated, and it is 
hoped to publish this aspect of our work in the 
near future. This paper deals with the significant 
improvement obtained by us in the control of 
skin infections in our nurseries. 


REVIEW OF THE LITERATURE 


I would commend to you a review of the subject of 
infection in the newborn baby by Professor Alan Mon- 
crieff.1 However, even this scholasly presentation leaves 
much unanswered about the particular subject of pyo- 
derma neonatorum. Knowledge of the problem of skin 
infection in the newborn has increased slowly. The 
Staph. pyogenes has not always been thought to be the 
causative organism,? although it was implicated by 
Matzenauer® in 1900. In regard to the presence of patho- 


_ genic staphylococci in the nares of neonates, Bloomfield,* 


in’ 1922, said, “These organisms were found in a few 
cultures”. Since then repeated surveys of the situation 
have revealed the very frequent presence of this organism 
in the nose of newborns,®: ® 7 being present in this 
location in 9.5% of babies by the end of the first day, 
in 50% of babies by the end of the second day, and in 
88.8% of babies between the fourth and the 8th days. 
That the Staph. aureus is more prevalent in the noses of 
hospital personnel, than among the general population, 


*As presented to the Canadian Medical Association Meet- 
ing, Winnipeg, Manitoba, June, 1953. 

+Clinical Assistant Professor, Department of Pediatrics, 
University of British Columbia. 
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has been repeatedly shown.’ to11 Duncan,}? in 1942, 
tound pathogenic staphylococci in the milk of 90% of 
nursing mothers. 

An increase in the number of staphylococcal infections 
in the general population has been reported by some 
authors in Britain,!* to 18 and from Canada.!® The Staph. 
pyogenes occurring in nursery infections has been studied 
by many bacteriological techniques. Recently, their 
identification by phage-typing has been a_ popular 
method.?° to 28 

Attempts to control nursery skin infections by 
elimination of dry dusting and the use of oil on the 
floors,2® by surgical scrubbing,® wearing rubber gloves, 
masks and gowns,®: 1" by isolation of ail personnel and 
patients found to be nasal, skin or rectal carriers,?° and 
by placing babies with their mothers or in very small 
groups rather than in large nurseries*!: 32 have all been 
tried and reported on by various writers. The strict isola- 
tion method, proposed by Knott and Blaikley*” produced 
good results, But is not practical under the circumstances 
operating in most hospitals. Taking babies out of large 
nurseries and placing them in small groups has been 
suggested as a preventive measure. We are disturbed, 
however, by the very seriously. high incidence of pyo- 
derma neonatorum occurring in a small town, cottage- 
type hospital, with an average nursery population of 7, 
that we have recently been studying. It is now generally 
agreed that the use of rubber gloves by nurses, and the 
wearing of the usual type of face mask, are at best of 
doubtful value. 

The prophylactic use of antibiotics has, of course, been 
advocated, including the intra-nasal instillation of peni- 
cillin to reduce the incidence of skin contamination. The 
increasing resistance of hospital staphylococci to peni- 
cillin has much decreased the value of this antibiotic 
both in prophylaxis and in treatment.’ 11, 19, 34 Aureo- 
mycin has more recently been advocated as a routine 
pevennrectie agent.26, 35, 36 The now well-known ability 
of the staphylococcus to become resistant to antibiotics 
makes one wonder how long this agent will remain 
effective.11 

I would next like to discuss methods of prophylactic 
skin care. Ammoniated mercury ointment used as an 
inunction has been popular,37 and Potter? in 1936 re- 

orted an impetigo incidence rate of 19.8 (per 1,000 
ive births). Sanford’s work,?* published in 1937 was 
possibly responsible for the popularity of not washing 
or oiling the baby. This “no-handling” method has been 


‘. officially recommended by the Committee on the Fetus 


and the Newborn of the American Academy of Pediatrics. 
Parmalee,3® in 1946, recommended this same principle. 
In the same year, Corner*® reported an incidence rate 
of 59, when daily soap and water bathing was used. I 
should mention that Moncrieff, in the lecture referred 
to earlier,’ stated that he advocates daily soap and water 
bathing as his personally preferred method. The use of 
5%sulfathiazole cream as an inunction has been urged 
by Weymuller,41 and supported by others.*2: #* They 
show incidence rates of from 9 to 18 in their reports. 
Since 1945, various publications on the use of a sub- 
stance called hexachlorophene have appeared.*2: 44 to 47 
This bactericidal agent has been u in soap, in a 
lotion, and in a detergent. All of these reports claim 
the virtual disappearance of newborn skin infection, re- 
ported rates being as low as 1.4 per 1,000 live births. 


MATERIAL FOR PRESENT STUDY 


First it is necessary to define to you what we 
mean by the term, pyoderma neonatorum. 

Pustular skin infections in the newborn are 
generally called impetigo neonatorum, sometimes 
pemphigus neonatorum and sometimes pemphi- 
coid. We have preferred to use the term pyo- 
derma neonatorum because the other names, 
impetigo and pemphigus are unsatisfactory. The 
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majority of the pustular lesions seen are small, 
discrete vesicles with a surrounding erythema, 
containing a cloudy fluid or frank pus. Such 
lesions are easily broken and leave no scar, 
neither does crusting occur and seldom are the 
lesions truly bullous. We have our own defini- 
tion of pyoderma neonatorum which is as fol- 
lows: Any lesion one millimetre or more_ in 
diameter on the skin which is pustular and from 
which Staph. pyogenes can be cultured. 

As will be seen in Fig. 1, the incidence of 
pyoderma neonatorum in the nurseries of the 
Vancouver General Hospital reached epidemic 
proportions in the winter of 1948-49. The peak 
of this incidence was attained in January 1949, 
when the rate reached 121 cases per 1,000 live 
births. Coincidentally with the introduction of 
control measures, applied in April and May of 


INCIDENCE PYODERMA NEONATORUM’ 
RATE PER 1000 LIVE BIRTHS 
JAN 31,1948 - APRIL 30, 1953 


1948 1949 1950 1951 1952 1953 


Fig. 1.—Arrow 1—April 1949. Introduction of ‘control] 
measures. Arrow 2—May 1952. Introduction of experi- 
mental methods of skin care. 

1949, and with the appointment of a physician 
to be in charge of nurseries, the incidence 
fell rapidly until in July 1950, no cases were re- 
ported. The rate from September 1949, until 
July, 1950, had ranged between 7 and 15. Then, 
with no change in our techniques, an increase in 
the rate occurred, so that in January and 
February 1951, the rate was 51, and in December 
1951, a peak of 90 per 1,000 live births was 
reached. In April and May, 1949, the following 
improved nursery techniques were introduced. 
Barrier examining rooms were built at each 
nursery, prohibiting the entrance into the nursery 
of everyone excepting those nurses caring for the 
babies. All personnel were required to be 
' capped, masked and gowned, and their hands 
washed with soap and water. Dry dusting in the 
nurseries was forbidden. All linen used in the 
nurseries was autoclaved. The common chang- 
ing table was eliminated. Commencing in June 
1949, and continuing until April 30, 1952, every 
newborn. baby has had a complete body inunc- 
tion at birth with 1% ammoniated mercury in a 
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eucerine base. This inunction has been repeated 
on the fifth day of life. 

It is obvious that these methods have not 
adequately controlled pyoderma in our new- 
borns. Our rate, although low in part of 1950, 
has generally been higher than that reported 
from many other centres. We have not had any 
serious complications in either the infants or their 
mothers. There has not been an increase in the 
number of cases of breast abscess in the mothers 
such as has been reported from the centres. 

From May 1, 1952, until April 30, all the babies 
born at the Vancouver General Hospital were 


TABLE I. 





INCIDENCE OF PyoDERMA NEONATORUM IN DIFFERENT 
TREATMENT GROUPS IN THE NURSERIES, VANCOUVER 
GENERAL Hosprtat—Mary 1, 1952 - Aprit 30, 1953 



































| Staphylo- | Staphylo- No culture 
coccus coccus but 
Culture | coagulase | coagulase No typical 
results | positive | negative | growth | clinically | Total 
Type of 
treatment 
X 43 3 4 3 53 
Y 5 0 16 0 21 
Z 23 6 9 1 39 
Total: 71 9 29 4 113 
Type of Babies receiving Total 
treatment | Babies treated | no treatment live births 
xX 1506 
7 1517 
_——— | 87 
Z 1466 
Total: 4489 | 87 4576 





divided into three groups at birth. In each 
delivery room one of three types of skin care was 
instituted. Thus the babies were not selected, 
but the skin care they were given depended on 
the delivery room in which they were born. In 
one delivery room, the baby was treated with the 
ammoniated mercury technique as has been ap- 
plied during the previous three yéars and which 
was described ‘earlier (Method Z). In another 
case-room, the baby was anointed at birth with a 
lotion containing 1% hexachlorophene. The baby 
so treated had a daily inunction with this lotion 
in the nursery (Method Y). In yet another case- 
room, the excess blood and vernix was removed 
from the face, groins and axillz with sterile liquid 
petrolatum and then no other skin treatment was 
applied to the baby (Method X). None of the 
babies were bathed. The babies were distributed 
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in. the usual way throughout the nurseries, so 
that they were all exposed to equal risk of infec- 
tion in the nurseries, whatever that risk might 
have been. 

Table I will show you that of 4,576 babies born 
in this 12 month period, we had to eliminate 87 
from our series because they were too ill, or too 
small, or for other various reasons, leaving 4,489 
babies at risk. These were fairly evenly divided 
betweeri the three skin methods. Clinical pustule- 
like lesions were discovered and cultured in 53 
of the non-treatment group, 39 in the am- 
moniated mercury group, and 21 in the hexa- 
chlorophene group. However, we feel that the 
true significance of this clinical experiment lies 
in reporting on the number of cases develop- 
ing pustules from which we could culture 


TABLE II. 





INCIDENCE OF PYODERMA NEONATORUM IN DIFFERENT 
TREATMENT GROUPS IN THE NURSERIES, VANCOUVER 
GENRAL Hosprtat—May 1, 1952 - Apri 30, 1953 


Coagulase positive 
staphylococci in 
Pustules culturing| pustules: rate per 


Type of | Babies | coagulase positive 1000 babies 




















treatment | treated staphylococct treated 
ae Ce ae ee 
ie. ieee He BE 3.3 

«| 1466 fs owe 
“Total: | 4489 ae 15.8 





the Staph. pyogenes. In the others, either no 
organism was found, or other organisms, usually 
the Staph. albus, generally considered non- 


pathogenic, were grown. The cultures were taken 


from unbroken pustules with a Pasteur pipette, 
so far as possible by one technician. 

A very few were not cultured because ~ the 
lesions had broken before this ‘could be done. 
True cases of pyoderma, lesions from which 
could be cultured a pure growth of Staph. 
pyogenes, occurred in 43 treated by “non- 
inunction”, 23 treated ‘with amnioniated mercury, 
and in only 5 treated with eaneeneepee se in 
a lotion. 

Table II shows the same information ex- 
pressed in rates per 1,000 babies treated. We 
have discovered that in our hospital, with our 
nursery facilities, it is necessary to apply some 
prophylactic to the skin. Without prophylaxis, 
the infection rate of 28.5 is produced, which we 
consider too high. This rate is halved (15.5) 
when 1% ammoniated mercury is applied. The 
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application of hexachlorophene in a lotion almost 
eliminates (3.3) this infection. 

Fig. 2 presents the same results in graphic 
form. The heavy black line portrays the average 
incidence rate for all babies treated. Note that 
the ammoniated mercury method roughly ap- 
proximates this average. The “non-inunction” 
method produced a pyoderma incidence higher 
than the average in almost every month. The 
hexachlorophene method produced a pyoderma 
incidence that was consistently very low. 

At the present time we are observing the 
efficiency of other skin methods. We are sub- 
jecting them to the same rigid control. So far we 
have no evidence that the staphylococcus can 
become resistant to hexachlorophene. 


PYODERMA NEONATORUM 


IN THREE TREATMENT GROUFS 
To RATE PER 1000 CASES TREATED 


MAY |, 1952 - APRIL 30, 1953 /\ 








' “S ' - > +: 
war June wu aue sepr ocr mov oec Jan Fes wan apa 
ceeene ? 
—— METHOD |- NON INUNCTION 
— = METHOD 2- JONNSON'S BABY LOTION 
——— METHOD 3-AMMONIATED MERCURY 
——— OVERALL INCIDENCE 


STAPHYLOCOCCUS PYOGENES cutuReo From att PusTULES 
Fig. 2 
SUMMARY 


1, Experience of the Maternity Department of 
the Vancouver General Hospital, relating to all 
nursery infections, and in particular in pyoderma 
neonatorum, has been described. 

2. The medical literature has been reviewed 
and a bibliography prepared. 

3. A definition of pyoderma neonatorum has 
been suggested. 

4. A preliminary report of our studies of vari- 
ous methods of prophylactic skin care to the 
newly born has been given. 

The data on the epidemiology on pyoderma neo- 
natorum. will be -published under the authorship of 
Hardyment, ‘A. F., Wilson, R. A., and Cockcroft, W. H. 


This work has been done, under the Federal Health 
Grant, Research Project No: 609-7-5. ‘ 
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NEWBORN INFECTIONS AND 
BREAST ABSCESSES OF 
STAPHYLOCOCCAL ORIGIN* 


JEAN F. WEBB, M.D., D.P.H.,t Ottawa 


THE HOSPITALS of Winnipeg experienced an un- 
usual incidence of staphylococcal infections of 
newborn infants and of puerperal breast ab- 
scesses from 1947 to 1951. The experience of one 
hospital during 1949 has been reported previ- 
ously by McGuinness and Musgrove.' The first 
use of bacteriophage typing of staphylococci in 
the investigation and control of the epidemic has 
been reported by Colbeck.? The year 1948 was 
the peak year of the outbreak, 1950 a quiet year 
with a low incidence of infection in all hospitals. 
There was evidence late in 1950, however, that 
the infection was still present and an epidemio- 
logical investigation was planned but was de- 
layed in starting until the fall of 1951. At that 
time it was apparent that two hospitals of the 
city had had an unusual incidence of the disease 
in 1951, and the following is an analysis of the 


*This is part of the report made to the Committee on 
Staphylococcal]. Infections of the Section of Obstetrics and 
Gynecology of the Winnipeg Medical Society under the 
chairmanship of Dr. Henri Guyot. The investigation was 
conducted by personnel of the Department of National 
Health and Welfare at the request of this Committee and 
was supported by funds supplied by Federal Health 
Grants. 

+Acting Chief, Division of Child and Maternal Health, 
Department of National Health and Welfare. 


available information concerning these out- 
breaks. 

An association of purulent infections of new- 
borns and puerperal breast infections has been 
reported recently by Jeffrey,’ Pyle,* and Isbister,* 
as well as the reporters of this outbreak. The use 
of bacteriophage typing of staphylococci in 
investigations of nursery infections has been re- 
ported by Williams,° Allison and Hobbs,’ 
Miller® and Parker and Kennedy.® The outbreaks 
to be reported followed this pattern. 

Very early in the outbreak it was established 
that the causative organisms were coagulase 
positive staphylococci and in 1948 bacteriophage 
typing was introduced to aid in the identification 
of the staphylococci. Dr. J. C. Colbeck, Director 
of the Laboratory Services of the Province of 
Manitoba at that time, prepared a bacteriophage 
which lysed a high proportion of the staphylo- 
cocci isolated from pathological material from 
September; 1948 to May, 1949. This phage he 
designated as W. The method of bacteriophage 
typing of staphylococci now in use was initiated 
by Dr. G. B. Leyton some months after he be- 
came Director of Laboratory Services. An article 
by Dr. Leyton,’ on the resistance to antibiotics 
of staphylococci isolated at the laboratory, ap- 
peared in 1952. Since late February 1951, 23 
bacteriophages have been used with the result 
that the identification of staphylococci has 
become more precise. Some of these bacterio- 
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phages were obtained from the Streptococcus 
and Staphylococcus Reference Laboratory of Dr. 
R. E. O. Williams of the Public Health Labora- 
tory Service in England. Others are mutated 
phages prepared in the provincial laboratory in 
Winnipeg. Staphylococci isolated from infections 
are. still frequently found to be lysed by phage 
W, but other phage reactions of the organisms 
indicate that there are several organisms involved 
which have similar though not identical phage 
reactions. The identification of staphylococci by 
bacteriophage typing has been of inestimable 
value in the investigation of this infection. 


Hospirau I 


At the time this investigation was initiated 
there was an outbreak of breast abscesses mani- 
festing itself among patients delivered in this 
hospital in August 1951. The first patient re- 
admitted to the hospital for incision of a breast 
abscess had been delivered on August 4, and the 
largest number of patients with abscesses was 
delivered the week of September 3-9. 

Cases admitted to hospital for abscess incision 
were reported to the survey group on special 
report forms and the data on them are fairly 
uniform. The data on incidence of infant skin 
infections in hospital during the epidemic period 
were collected in retrospect from a review of 
individual hospital records. Skin infections and 
a few other purulent infections were diagnosed 
from the nurses’ descriptions of the lesions as 
recorded on the daily record. Such non-specific 
descriptions as redness, irritation and roughness 
were not included. The lesions were described 
as blebs in the first two or three weeks of the 
outbreak, then as pustules. They were frequently 
described in the axillee, groins, and neck, areas 
of predilection for bullous impetigo of the new- 
born. Table I summarizes the incidence of ma- 
ternal breast abscesses and newborn purulent 
infections, according to the week of delivery. 

Clinical data.—Since 27 of these abscesses were 
reported on a special form, other related data 
were collected. From this it was determined that 
age distribution, parity and the amount of pre- 
natal care of mothers were not unusual. The 
average length of time from delivery to incision 
of the abscess was 47.5 days. Twenty-six of the 
mothers had discontinued nursing by eight 
weeks post-partum. Infection was given as the 
common reason for discontinuance, 13 stopped 
nursing because of breast infection, two because 
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of infant infections. Other reasons cited were 
cracked nipples and insufficient milk. 

Because of the prevalence of breast feeding 
among mothers in Winnipeg hospitals, at least 
during the first few days post-partum, it was not 
possible to study the incidence of breast infection 
in a comparative series of mothers who had not 
nursed their infants at all. 

An analysis of the data on infants of these 
mothers revealed that all the infants were full 
term, and that 25 of the 27 infants had received 
no prophylactic antibiotic while in hospital. 
Seventeer of the infants had had purulent infec- 
tions, six in hospital and eleven at home. 

Because. an increase in skin infections among 
newborn infants in hospital nurseries had usu- 


TABLE I. 





STAPHYLOCOCCAL INFECTIONS OF INFANTS AND MOTHERS, 
BY Week, Hosprtrau I, Aucust-SEPTEMBER 1951 





Date of Live Infant Maternal 
delivery births infections |breast abscesses 
| % of To of 


No. No. | L.B. | No. | L.B. 




















August 
J30- 5 76 2 2.6 1 1.3 
6-12 61 5 8.2 4 6.6 
13 - 19 69 12 | 17.4 4 5.8 
20 - 26 69 4 5.8 2 tel 
September 
A27- 2 50 8 16.0 5 10.0 
3- 9 71 11 15.5 10 14.1 
10 - 16 52 5 | 9.6 0 G 
17 - 23 62 3 4.8 0 0 
24 - 30 75 3 4.0 0 0 
Totals: 585 53 9.1 31 5.3 





ally preceded the appearance of breast abscesses 
in mothers it was thought probable that infants 
were the source of infection of mothers. As 
noted above, a high proportion of infants of 
mothers who subsequently developed breast 
abscesses had skin infections. A comparison was 
therefore sought with the infants of a control 
group of mothers delivered at the same hospital 
at the same time who did not develop breast 
infections. Public health nurses of the four 
districts of the City of Winnipeg, without 
knowledge of the purpose of the survey, were 
asked to select ten infant records at random from 
those delivered at Hospital I in August and 
September. Thirty-eight of the mothers of these 
infants had had no breast infections. Data are 
summarized in Table II. 
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This difference in rates of infant infections in 
mothers with and without abscess is statistically 
significant. 


Prophylactic antibiotic—Early in September 
pediatricians noted that infants were developing 
pustular skin infections after discharge from the 
hospital. For this reason the administration of 
prophylactic antibiotic to infants in hospital was 
resumed on September 10. Prophylactic anti- 
biotic which had been reported of value in the 
control of a previous outbreak in 1949 had not 
been given in this hospital since March 1951. 


TABLE II. 





RELATIONSHIP OF INFANT TO MATERNAL INFECTIONS 














Infants Mothers 

% with 

lo infected 

Mothers Infection | infection | Total | infants 
Abscess 17 10 27 63% 
No abscess 6 32 38 16% 


23 65 






Totals: 





Chloromycetin was administered orally in a 
dose of 25 mgm. four times a day, suspended in 
a glucose solution. Infants continued to receive 
the drug until November 4 when it was dis- 
continued, but following the occurrence of a few 
skin infections in the nursery it was resumed on 
November 23 and continued until March 12, 
1952. 

Bacteriology.—The proportion of maternal and 
infant infections cultured and phage typed at 
the provincial laboratory was not large. Of 31 
breast abscesses, 9 were cultured and phage 
typed at the provincial laboratory, or 29%; of 
the 53 newborn skin infections which occurred, 
13 were cultured and phage typed, or 25%. 
While 17 of the mothers who developed abscesses 
are known to have had infants with purulent 
infections, only one mother-child combination 
had complete bacteriological studies. 

As mentioned above, the bacteriophages from 
the Staphylococcus Reference Laboratory of Dr. 
R. E. O. Williams were supplemented by other 
mutated phages prepared in the provincial 
laboratory in Winnipeg. These are phages 939, 
939A, 948, 971, 977, 1272, 1272N, 1791 and W. 
Phage 971 sometimes reacts with Williams’ 42; 
W is 57 in Williams’ classification. Bacteriologi- 
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cal findings are summarized in Tables III and 
IV. 


TABLE III. 





INFANT INFECTION BACTERIOLOGY 











Phage types Number 
ee PR ITE 2b kis share xx a. beh ee aes 9 
OEes MPIU ET neck eek et ee Shook ht eR ee 3 
939/977/1272N/W....... Lt ere Ae, Sea 1 
13 
TABLE IV. 
Breast Apscess BACTERIOLOGY 
Phage types , Number 
jak ot . 4, SS eee er ae 5 
a ey i FR TS | ne re 4 
9 





Both the mother and infant of the only pair for 
whom data were available were infected by 
coagulase positive staphylococci of phage type 
977/1272N/1791/W. 

Carriers of the epidemic strain.—During late 
August and early September a nose and throat 
survey for staphylococcal carriers was carried on 
in the maternity department. Sixty persons were 
so examined. Of these, two members of the 
nursery staff, a supervisor and a nurses’ aide, 
were found to be carrying the organisms sub- 
sequently identified from breast abscesses. Early 
in October nose and throat swabs were repeated. 
At this time the nurses’ aide was found to be 
positive again for the same organism, but the 
nursery supervisor was negative. The nursery 
supervisor had been on vacation from August 26 
to September 10, while the nurses’ aide was’ on 
duty continuously in September. The nurses’ aide 
carried the organism 977/1272N/1791/W which 
was isolated from nine of the infarit infections 
and five of the breast infections, or 63% of the 
cultured infections. She was removed from 
nursery duty on October 5. 


DISCUSSION 


The pattern of this outbreak of breast ab- 
scesses is of interest because of its sharp rise and 
sudden drop from the peak weekly incidence of 
14% in one week to zero the following week. As 
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far as could be determined, there were no 
changes in nursing technique, in nursing person- 
nel or in the number of mothers nursing their 
infants, to account for the sudden drop in inci- 
dence. The only change in the routine was the 
administration of prophylactic chloromycetin to 
babies and, in the absence of any other factor, 
this must be considered of significance. On the 
other hand, it is difficult to account for the fact 
that a ‘considerable proportion of infants con- 
tinued to develop purulent infections even 
though the incidence did decrease. It would 
appear that the drug reduced the bacterial flora 
of the infants’ noses and throats while not affect- 
ing skin and other infections to the same degree. 

The data on incidence of infections in infants 
of mothers who developed breast abscesses and 
those who did not are significant statistically, 
and confirm the observed relationship between 
infant and maternal infections. 

The proportion of infant and maternal infec- 
tions which were cultured and phage typed was 
not large, 25% of the former, and 29% of the 
latter. The results are of interest. The breast 
abscesses cultured were caused by two strains of 
hemolytic staphylococcus aureus differing in 
phage type. One of these phage types was re- 
sponsible for 9 of the 13 infant infections and, 
with a minor variation, for three more. The 
phage type of the organism of the last infant 
infection was closely related to the strain causing 
the remaining breast abscesses. 


It was of interest in comparing this outbreak 
with that at Hospital II to note that the propor- 
tion of carriers of the infecting strains was small; 
only two persons were found to be carriers, one 
of each of the® predominant strains. Sixty-three 
per cent of the infections in which bacteriologi- 
cal cultures were obtained were caused by the 
same strain carried by the nurses’ aide who was 
on duty during the whole course of the outbreak. 


Hosp1tTau II 


It was obvious from an examination of the 
monthly rates of incidence by hospital that this 
hospital had an unusual incidence of breast 
abscesses among mothers: delivered there in the 
first six months of 1951. This outbreak reached 
its peak among patients delivered in May and 
June. This, together with the fact that more 
bacteriological studies of both infections and 
carriers were done in this -period, indicated the 
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value of examining the pattern of the outbreak 
over these two months. 


These breast abscess cases were not reported 
on the form developed later so that the data 
on them are limited to the date of delivery, date 
of incision and bacteriological data for those 
cultured and phage typed at the provincial 
laboratory. Data on the incidence of infant in- 
fections which occurred in hospital were col- 
lected as above, in retrospect, from a review of 
individual hospital records. Skin infections and 
a few other purulent infections were diagnosed 
from the nurses’ descriptions of the lesions as 
recorded on the daily record. Non-specific de- 
scriptions, such as redness or irritation, were not 
included unless they occurred in two or more 
areas of predilection for skin infections or were 


accompanied by other signs, such as eye or nasal 


discharge. Table V summarizes the incidence of 
infant infections and maternal breast abscesses 
as a percentage of total deliveries per week for 
the two-month period. 


TABLE V. 





STAPHYLOCOCCAL INFECTIONS OF INFANTS AND MOTHERS, 
BY Week, Hosprrat II, May - Jung, 1951 






































Date of Live Infant Maternal 
delivery births infections breast abscesses 
No. No. % No. | % 
May A30- 6 38 14 | 36.8 3 7.9 
7-13 48 10 | 20.8 5 | 10.4 
14 - 20 35 10 | 28.6] 4 | 11.4 
21 - 27 45 11 | 24.4 6 | 13.3 
June M28- 3 39 18 46.1 6 15.4 
4-10 34 15 44.1 4 11.8 
11-17 41 13 | 31.7 4 9.8 
18 - 24 39 8 | 20.5 1 2.6 
25- 1 32 6 | 18.7 0 0.0 
Total: 351 105 | 29.9} 33 9.4 





Prophylactic antibiotic. — Antibiotics had not 
been administered to all infants as a pro- 
phylactic measure at Hospital 2 since Novem- 
ber 1950. On June 4, 1951, it was resumed. 
Chloromycetin was given to all infants during 
their hospital stay, 25 mgm. q.id. All infants 
continued to receive the drug until July 23, 1952. 
Of 63 infants delivered up to June 4 who de- 
veloped infections, 35 had received antibiotic, 
most of them therapeutically but a number 
prophylactically as indicated by the fact that 
drug was administered on the first or second day 
of life before lesions appeared. This is in contrast 
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to Hospital I where antibiotic was administered 
to only 6 of the 53 infected infants. The incidence 
of both infant infections and breast abscesses de- 
clined after the resumption of chloromycetin, but 
the fall was gradual, abscesses declining a little 
ahead of the skin infections. 

Bacteriology.—A high proportion of the breast 
abscesses among patients delivered in this period 
were cultured and phage typed at the provincial 
laboratory. Twenty-seven of the 33, or 82% of 
the abscesses which occurred were phage 
typed. Of the 105 infant infections which oc- 
curred only 19, or 18%, were cultured and phage 
typed, most of these from infants -delivered in 
June. Findings are summarized in Tables VI and 
VII. 


TABLE VI. 





INFANT INFECTION BACTERIOLOGY 




















Phage type Number 
ENN 65.5, 9.0 4 cay ox o'ed «a aS Rane 16 

OE re er a ee eee BY ay le 1 
SWS isis cence esa eeee eens 1 
IE. octave Sbe Ze veka aster aneneen 1 
TABLE VII. 

Breast Aspscess BACTERIOLOGY 

Phage type Number 
A eee 13 
939/977/1791/W.......... 7 
939/977/1272N........... 2 
939/977 /1272N /1791/W.. 1 
NE cin sh oc 6 lone ek es 2 
ae ecckc ahh & Sotiia se% 1 
Non-typable.............. 1 (which occurred with 


939 /977/1791/W). 





Of the 16 infants infected in June whose lesions 
were cultured and phage typed, 4 had mothers 
with breast abscesses which were cultured. 


TABLE VIII. 





COMPARISON OF BACTERIOLOGY OF INFANT AND MATERNAL 
INFECTIONS 





Infant infections Maternal infections 


Phage type Number 
939/977/W....... 4 


Phage type Number 
SOR /ertr as ...k- 


939/977/W..... } 
939 /977/1791/W 2 





Carriers of the epidemic strain——During May, 
June and July the maternity and nursery staff 
of this hospital were surveyed for carriers of 
staphylococci. A total of 96 persons were ex- 
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amined, some of whom worked elsewhere in the 
hospital. Fourteen carriers of the strain currently 
causing abscesses and infant infections were 
found, most of them among nursery personnel. 























TABLE IX. 
CARRIER BACTERIOLOGY 
Phage type Number 
Ce os or action Seb ca s 
Se Fs Fer. Siena neo es Oi ewnnh 6 
14 
DISCUSSION 


The pattern of this outbreak differed from the 
one at Hospital I because it showed a more 
gradual rise over several months to a peak in- 
cidence of breast abscesses in the first week of 
June of 15.4%, with a gradual fall to zero in 
the fourth week of June. Infant infections, as in 
the other outbreak, decreased gradually. There 
was little change in the paticru with the resump- 
tion of the administration of prophylactic anti- 
biotic to infants on June 4, but, as was pointed 
out, a number of infants had been receiving the 
drug on their individual doctor's orders prior to 
administration to all infants, and this clouded 
the issue. 

The proportion of abscesses cultured and 
phage typed was 82%, considerably higher than 
for the previously described outbreak. Only 18% 
of infant infections were cultured, most of them 
occurring in June. The breast abscesses were 
caused by four strains of staphylococci, one strain 
with minor phage variations accounting for 23 
of the 27. Seventeen of the 19 infant infections 
were caused by the same strain. Four mother- 
infant infections were cultured and phage typed; 
the common strain was isolated from all of these 
infections. 


A high proportion of maternity unit personnel 
were found to be carriers of the above infecting 
strain, and most of them were on nursery duty. 
It was not possible to determine, due to the lack 
of repeat swabs, how many of these were chronic 
carriers and how many were transient. carriers, 
a reflection of the highly infected environment 
in which they were working at the time. 

Hospital facilities and techniques.—An assess- 
ment of nursery facilities and techniques in these 
hospitals was made in October and November, 
1951, by Miss Ruby I. Tinkiss, at that time 
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Nursing Consultant to the Division of Child and 
Maternal Health, Department of National Health 
and Welfare. In general these hospitals had 
better physical facilities and practised a more 
individual technique of infant care than the other 
hospitals of the city. However, since these assess- 
ments were made some months after the out- 
breaks had subsided it is not possible to draw 
conclusions’ regarding relationships between 
nursery techniques and the epidemics. 


CONCLUSIONS 


1. It would appear that at epidemic periods 
maternal breast infections are of hospital origin. 
The infarft, infected in the nursery, in a high 
proportion of cases seems to be the most likely 
means of spread to the mother. Whether or not 
it is necessary that the mother’s breast be in- 
fected by direct inoculation during nursing was 
not indicated in this study. 

2. Bacteriophage typing of staphylococci is an 
invaluable aid in the study of such an epidemic. 
Without it, bacteriological study of the problem 
would be of little value. At epidemic periods the 
similarity of phage types of organisms isolated 
from infants and mothers is further suggestive 
of this route of spread, but final confirmation 
awaits the bacteriological study of infections in 
a large group of mother-infant pairs. 

3. The use of prophylactic antibiotic would 
appear to have had some value in limiting the 
outbreak at Hospital I. There seems to be no 
justification for its administration for long periods 
of time after an outbreak has subsided. 

4, Apparently it is not necessary that there be 
a high proportion of carriers of an epidemic 
strain in a nursery for an outbreak of this in- 
fection to occur since at Hospital I an outbreak 
was associated with the presence of only two 
carriers. In Hospital II nursery, 11 carriers were 
found during an epidemic period. However, since 
carrier studies in Hospital II were done at a time 
when the infection had been present for several 
months they should not be compared to the 
carrier studies at Hospital I, done within a few 
weeks of the first appearance of the infection. 
It seems highly probable that a number of 
carriers at Hospital II were transient carriers, a 
reflection of the highly infected environment in 
which they were working at the time of study. 
The elimination of chronic carriers from the 
nursery environment would seem to be a funda- 
mental procedure in the control of any outbreak. 
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The earlier such carriers are identified and re- 
moved, the more effective a factor in control 
should their removal be. At the height of an 
outbreak of infant infections in a nursery the 
number of infections spread by carriers is prob- 
ably small compared to the number of cross 
infections between infants. A carrier study should 
be done immediately when infant infections oc- 
cur so that if a common strain is isolated from 
the infections there will be no need of further 
delay in identifying the carriers of it. 

5. Although at the time of the investigation no 
direct relationship could be established between 
hospital facilities and techniques and the inci- 
dence of infection, this should not be interpreted 
to mean that these factors are not considered 
important. It is still felt that hospital facilities 
and particularly the quality of nursing care are 
very important factors in limiting the spread of 
infection in hospitals. 

On the basis of the above findings a procedure 
is suggested’ for the investigation and control 
of an outbreak of staphylococcal infection in a 
newborn nursery. This is outlined as follows: 


PROCEDURE FOR INVESTIGATION AND CONTROL 
OF AN EPIDEMIC OF STAPHYLOCOCCAL 
INFECTION IN A NEWBORN NURSERY 


Investigation.—1. Organisms isolated from 
infant skin lesions, particularly vesicular lesions, 
should be cultured, phage typed and examined 
for antibiotic sensitivities. 

2. Organisms isolated from the nose and throat 
in a sample of infants should be cultured and 
phage typed. 

3. Notification by letter or other means should 
go to staff physicians emphasizing the need of 
having pustular infections of infants and mothers 
cultured and phage typed. 

4, Organisms isolated from a survey of noses 
and throats of nursery staff should be cultured 
and phage typed. 

5. Organisms isolated from dust and linen 
should be cultured and phage typed to confirm 
airborne spread at epidemic periods. 

6. Nursery procedures and techniques for 
infant care should be reviewed. 

Control.—_(1) Infected infants should be re- 
moved to an isolation nursery to be cared for 
by separate staff. Admissions of new infants to 
infected nursery should be stopped. 

(2) An appropriate antibiotic should be ad- 
ministered to infants while in hospital. This 
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should be withheld until procedures 1 and 2 of 
the investigation have been carried out. 

(3) Deficiencies in procedures and techniques 
of infant care should be corrected by strict super- 
vision. 

(4) Personnel who have been repeatedly shown 
to be carriers of the same phage type as those 
causing the infections should be removed from 
the nursery. 

(5) Detergent preparations containing hexa- 
chlorophene have been reported to be of con- 
siderable value in reducing the staphylococcal 
flora of nursery environments. They are prob- 
ably to be preferred to other preparations. 


Grateful acknowledgment is made of the co-operation 
of the Winnipeg hospitals, particularly personnel of the 
record rooms, also of the co-operation of the Manitoba 
Department of Health and Public Welfare, Dr. Maxwell 
Bowman, Director Preventive Medical Services and Drs. 
G. B. Leyton and Leslie P. Lansdown responsible for the 
bacteriophage typing of the staphylococci. 
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RESUME 


Dans deux hépitaux de Winnipeg, les années de 1947 
4 1951 furent marquées par de nombreuses infections a 
staphylocoque chez les ~nouveaux-nés ainsi que par 
plusieurs abcés du sein en lactation. Le typage du 
microbe fut établi au moyen du bactériophage. Comme 
augmentation des infections cutanées des nourrissons 
devangait habituellement l’apparition des abcés du sein 
chez les méres, il en fut conclu que les enfants ‘avaient 
été la source de l’infection des méres. La chloromycétine 
fut administrée a titre prophylactique avec des résultats 
appréciables. Des sue épidémiologiques mon- 
trérent que dans un des deux hépitaux, une aide garde- 
malade était porteuse de germes; sa flore nasale com- 
prenait une variété de staphylocoque qui avait été isolée 
dans 63% des infections décrites plus haut. Dans l’autre 
hépital, non moins de 14 porteurs de germes furent 
découverts. Uae des mesures fondamentales dans le 
contréle de toute épidémie de ce genre est évidemment 
l’élimination de ces gens du personnel des garderies. Des 
procédés de dépistage et de contréle en cas d’infections 
a staphylocoque dans les pouponniéres sont suggérés et 
leur validité est évaluée 4 la lumiére de leur applica- 
tion dans ces deux épidémies. M.R.D. 





PENICILLIN SENSITIVITY*® 


C. COLLINS-WILLIAMS, M.D., F.R.C.P.[C] 
and J. E. VINCENT, M.D., Toronto 


WITH THE WIDESPREAD use of penicillin, reports 
of sensitivity reactions to this drug are be- 
coming alarmingly numerous.’? The incidence 
of reactions, as reported by various authors, °° 
varies from 2 to 10%. Many of the reactions are 
mild and need cause little concern to the patient 
or physician at the time except for the difficulty 
of knowing whether it is safe to administer the 
drug subsequently, but many are of a. serious 
nature and sometimes fatal. The mild reactions 
include skin rashes which may take the form of 
urticaria, angioneurotic oedema, dermatitis, scar- 
latiniform eruptions, morbilliform eruptions, 
dermatophytosis-like reactions, atopic derma- 
titis, fixed drug eruptions, and, in fact, practically 
any type of skin eruption. Of these the most 
common type is urticaria which typically occurs 


*From the a Clinic, Hospital for Sick Chikiren, 
Toronto and the Dep: 
Toronto. 


artment of Pediatrics, University of 


about 10 days after the administration of the 
drug and may be accompanied by a “serum 
sickness-like” reaction with arthralgia, swelling 
of the joints and fever. 


Other types of mild reactions include sore 
mouth, hairy tongue, perléche, cheilitis, vaso- 
motor rhinitis, conjunctivitis, blepharitis, and 
drug fever. Any one of these reactions may, on 
occasion, be severe. The urticaria, for example, 
may persist for years after discontinuation of the 
drug, causing considerable disability to the pa- 
tient and considerable difficulty in treatment. 
Other skin manifestations may also be very dis- 
abling; these include purpura (thrombopenic 
and non-thrombopenic) exfoliative dermatitis, 
and flaring of existing dermatoses. Asthma, 
Loeffler’s syndrome, collagen disease, periarteritis 
nodosa, convulsions and encephalitic symptoms, / 
photosensitivity, hematuria, renal dysfunction 
with albuminuria and cylinduria, cedema of the 
pharynx and larynx and both non-fatal and fatal 
anaphylactic shock are all serious sensitivity re- 
actions which have been reported as due to 
penicillin. 
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The literature does not give a true picture 
of the incidence of fatal anaphylactic reactions. 
Up to the present time only 14 cases have been 
reported,* °?* one of which was in a child and 
the others in adults. However, an editorial in 
the Journal of Allergy refers to four fatal ana- 
phylactic reactions which up to that time had 
not been reported and we know of two others 
which have been reported in Toronto news- 
papers. ‘It is probable that there are many others 
which have not found their way into the medical 
literature. 


Thefe are a great many factors which influence 
the development of sensitization to penicillin in 
a given patient. The frequency of previous ex- 
posure to therapeutic penicillin is important 
though manifestations of sensitivity on the first 
known exposure have been reported.’* The route 
of administration is also important. Keefer’’ 
states that the lowest incidence of reactions is 
associated with oral therapy and the highest in- 
cidence of reactions occurs in those who have 
had penicillin applied to inflamed skin. Feinberg’ 
states that allergic reactions from topical peni- 
cillin have been so numerous that this route of 
administration has been virtually abandoned. Of 
the 14 reported cases of fatal anaphylactic shock, 
12 deaths followed intramuscular injection, one 
followed intravenous injection and in the other 
report the route was not stated. Friedlaender and 
Friedlaender'® point_out that many of the reac- 
tions in the early days of penicillin therapy were 
undoubtedly related to impurities, and that many 
individuals who reacted violently to earlier prep- 
arations can tolerate present commercial aqueous 
suspensions without untoward effect. Keefer’’ 
states that the incidence of reactions is twice as 
high in those patients who are allergic to other 
things. While claims have been made that pa- 
tients who. are allergic to moulds show a higher 
incidence of sensitivity to penicillin, this has not 
been borne out by studies by Feinberg* and by 
Friedlaender and Friedlaender.’* Claims have also 
been made that a patient who cannot tolerate 
one type of penicillin can tolerate another type. 
However, Feinberg? doubts whether there is a 
distinct specificity to the different types of peni- 
cillin. He suggests that much of the opinion that 
such a difference in antigenicity and specificity 
exists is based on observations on the ability of 
a patient to tolerate one type of penicillin after 


an allergic reaction has resulted from another 


type. However, frequently penicillin is tolerated 


CoLLINs-WILLIAMS AND VINCENT: 





PENICILLIN SENSITIVITY 389 


with impunity after a previous “serum sickness” 
from the same type of drug, so such conclusions 
cannot be substantiated. Risman and Boger,’® by 
skin tests, have demonstrated considerable cross 
reactions between penicillins G, BT and O. 


Considerable work has been done on skin 
testing with penicillin in an attempt to correlate 
positive tests with clinical sensitivity. While 
many of these reports are conflicting the general 
consensus is that patch tests are helpful in the 
diagnosis of contact dermatitis due to penicillin, 
and that positive scratch or intradermal tests 
occur more frequently in individuals who are 
clinically sensitive to penicillin than in those indi- 
viduals who are not, but that, since a negative 
skin test may be found in an individual who is 
acutely sensitive to penicillin, skin testing with 
penicillin is not reliable for routine clinical use 
prior to the administration of penicillin. There- 
fore, history and clinical observation are the 
main criteria for the diagnosis of penicillin sensi- 
tivity. 

Clinical observations. — Most pediatricians 
claim that they see penicillin reactions infre- 
quently whereas most internists feel that these 
reactions are much more common. In an attempt 
to assess this we have searched for reactions to 
penicillin at the Hospital for Sick Children, 
Toronto, where there are approximately 18,000 
indoor admissions and 83,000 outpatient admis- 
sions each year. Penicillin is used in large 
amounts. For example, in a representative week 
in 1958 a total of approximately 1,600 injections 
of penicillin were given to 224 patients. In spite 
of this amount of penicillin used, we have been 
able to find only 3 reactions which we feel can 
be definitely attributed to penicillin sensitivity, 
although we found 5 other probable reactions 
and 16 possible reactions which we could not 
substantiate by a study of the hospital records. 
Of the 3 patients, 2 suffered severe urticaria of 
short duration, and one a severe prolonged ill- 
ness characterized by urticaria, conjunctivitis, 
angioneurotic cedema, pharyngeal ulceration and 
photophobia. There were no cases of anaphy- 
lactic shock. Duriftg the time of this study we 
found 7 adults on the hospital staff who show 
definite clinical sensitivity to penicillin, thus con- 
firming the impression that penicillin sensitivity 
is a great deal more common in adults than in 
children. 

In an attempt to assess skin tests with peni- 
cillin, 200 children were skin tested with aqueous 
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penicillin® and related moulds. Two-thirds of 
these children were “non-allergic” children 
chosen at random from the indoor and out- 
patient departments of the hospital who had no 
history of major or minor allergy. The remaining 
one-third were allergic children who were at- 
tending the Allergy Clinic of the hospital for 
treatment of a major allergy. In spite of the 
fact that none of these was clinically sensitive to 
penicillin three gave positive skin tests to 
aqueous penicillin, two in the “non-allergic” 
group and one in the allergic group. On the 
other hand one of the clinically sensitive chil- 
dren mentioned above gave negative reactions 
(the other two could not be tested), and only 
three of the clinically sensitive adults gave posi- 
tive reactions, the other four being negative. 

Prevention of penicillin sensitivity reactions.— 
(1) Penicillin should be used only if there is a 
definite indication for its use, as in streptococcal 
infection or bacterial pneumonia, and should not 
be used indiscriminately for illnesses which can- 
not be expected to respond, such as diarrhoea or 
unexplained fever. 

(2) Since penicillin is our best antibiotic it 
should not be used for minor infections which 
can be treated satisfactorily without chemo- 
therapy or with other antibiotics. 

(3) Penicillin should not be applied topically, 
especially to inflamed skin. 

(4) Penicillin lozenges should be used rarely, if 
ever. Infections which respond to them are 
usually mild and can be treated by other means. 

(5) Oral medication should be used when pos- 
sible. Indications for parenteral penicillin are 
severe illness in which a prompt and high level 
of antibiotic is necessary, vomiting, and refusal of 
medication by mouth. 

(6) Before the drug is administered by any 
route a history should be taken of previous ad- 
ministration and any reactions resulting from its 
use. If a reaction has occurred in the past, the 
indications for using the drug again must be 
carefully re-evaluated, or a much more serious 
reaction may result. 

Diagnosis of venicillin sensitivity—(1) His- 
tory. A careful history is the main method of 
making a diagnosis of penicillin sensitivity. Ques- 
tions concerning the administration of penicillin 
should be included in every medical history, 
especially those involving an unexplained skin 
rash or obscure illness. 


*Kindly supplied by Messrs. Parke-Davis Co. 
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(2) Clinical observation. At the time of ad- 
ministration of penicillin the patient or parent 
should be warned to report any: unexpected 
signs or symptoms. By observation at the time 
these occur the physician has the best oppor- 
tunity to make a correct diagnosis of penicillin 
sensitivity. 

(3) Skin tests. These are of insufficient value 
for routine clinical use. 


TREATMENT OF PENICILLIN SENSITIVITY 
REACTIONS 


A. Acute anaphylactic shock.~(1) Epinephrine 
intramuscularly. At the first sign of an immediate 
reaction an adult should receive 0.5 to 1.0 c.c. of 
FRE in 1:1,000 dilution intramuscularly, 
followed in 2 or 3 minutes by a similar dose if no 
improvement is seen. (2) Aminophylline. As soon 
as the epinephrine has been administered, an 
adult should receive 3.75 grains of aminophylline 
in 10 c.c. fluid intravenously. (3) Oxygen. (4) 
Plasma. (5) Artificial respiration. 

B. Other sensitivity reactions.—The treatment 
will depend on the particular type of reaction 
but the following medications must be con- 
sidered. (1) Epinephrine subcutaneously. (2) 
Aminophylline orally or rectally. (3) Ephedrine 
orally. (4) Local applications to relieve itching. 
(5) Sedation. (6) ACTH intravenously or intra- 
muscularly. (7) Cortisone orally or intramuscu- 
larly. 


SUMMARY AND CONCLUSIONS 


1. The literature on penicillin sensitivity has 
been briefly reviewed. The reported incidence of 
reactions varies from 2 to 10%. Most reactions 
are mild but 14 acute anaphylactic deaths have 
been reported. 


2. Penicillin sensitivity is rare in children but 


more common in adults. 


- 8. Skin tests with penicillin as a measure of 
penicillin sensitivity are unreliable for routine 
clinical use. A careful history and clinical ob- 
servation are the means of making this diagnosis. 

4, Methods of prevention, diagnosis and treat- 
ment of penicillin sensitivity reactions are 
summarized. 
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RESUME 


Selon différents auteurs, les réactions & la pénicilline 
se produiraient a la fréquence de 2 a 10%. Les mani- 
festations mineures n’affectent que la peau. Bien que 14 
cas de réactions anaphylactiques fatales aient été décrits 
dans les revues, plusieurs autres n’ont jamais été rap- 
portés. Un contact antérieur peut provoquer la _sensi- 
bilisation 4 lantibiotique, quoique nombre de réactions 
se soient produites dés la premiére dose. L’application 
topique de pénicilline 4 une peau enflammée semble 
le plus sir moyen de déclencher la sensibilisation. Les 
personnes manifestant déja une allergie quelconque sont 
deux fois plus exposées a réagir a la _pénicilline que les 
autres. Il Sams ae fortes réactions de co-sensibilisation 
entre les pénicillines G, BT et O. Les meilleurs critéres 
dans le diagnostic de Ilallergie 4 la pénicilline sont 
encore l’anamnése et Yobservation clinique, car les 
épreuves cutanées sont inconstantes et de peu de valeur 
en usage clinique courant. Les réactions allergiques sont 
plus fréquentes chez les adultes que chez les enfants. 
Les deux auteurs offrent quelques conseils pour prévenir 
les réactions de sensibilisation 4 la pénicilline et sug- 
gérent une méthode de traitement des chocs anaphylac- 
tiques aigus et des autres réactions de sensibilisation. 

M.R.D. 





THE RESTORATION OF MAIN 
VESSEL PATENCY IN 
ARTERIOSCLEROSIS OBLITERANS* 


JOSEPH C. LUKE, M.D., F.R.C.S.(Eng. & C)., 
Montreal 


METHODS OF IMPROVING the blood supply to an 
ischemic lower extremity have shown great 
advances in the past ten years. New vasodilator 
drugs have appeared and the operation of 
lumbar sympathectomy in the selected case has 
gained wide acceptance. This operation has in- 
creased its field of usefulness recently by the 
recognition of the fact that the lumbar ganglia 
1, 2, and 3 should be removed as a minimum. 
However all the above methods of therapy 
merely aim at improving collateral blood flow, 
with the areas of main vessel occlusion remain- 
ing as before. The symptoms of ischemic neur- 
itis, coldness and non-healing infections are im- 
proved by sympathectomy in the well selected 
case, but the common complaint of intermittent 
claudication is not often benefited by conserva- 
tive treatment or sympathectomy. This fact is 
easily understood when it is realized that actively 
exercising muscle in a leg requires up to forty 
times more blood than the same muscles at rest. 
No improvement in collateral circulation, no 
matter how great, can produce this marked in- 


*From the Cardiovascular Service, Royal Victoria Hos- 
pital, Montreal. 


crease. This fact is particularly applicable when 
a major artery, such as the abdominal aorta or 
the iliac or common femoral artery, is occluded. 
Occasionally a segmental occlusion in the distal 
superficial femoral artery can be bypassed by the 
collateral circulation which increases in calibre 
(even without therapy) to the point where the 
distal circulation becomes adequate to support 
strenuous exercise. 


In the past two years the increasing use of 
aortography and femoral arteriography has al- 
lowed the recognition of a large number of cases 
of arteriosclerosis obliterans where the occlusive 
process has remained segmental and confined to 
major arteries. This type of case lends itself to 
attempts designed to restore main vessel patency. 
The techniques of replacement of the occluded 
artery by an autogenous vein graft or by a homo- 
logous arterial graft and the operation of throm- 
boendarterectomy (removal of the occluding 
thrombus and diseased intima) have all been 
used with success. It is the purpose of this 
presentation to discuss these methods and present 
nine .cases where these procedures have been 
employed. 


CLINICAL FEATURES 


The clinical picture of segmental occlusion of 
a major artery is usually sufficiently indicative to 
suggest the diagnosis, but proper arteriographic 
visualization of the affected arterial tree is neces- 
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sary for final confirmation. The young age of 
these patients is frequently surprising, with the 
condition manifesting itself in the early forties 
and fifties. As is usual in arteriosclerotic disease, 
the male sex preponderates but females are by 
no means immune. 


The usual patient with segmental arterial oc- 
clusion will seek help because of intermittent 
claudication, and the level at which the claudica- 
tion is felt will depend on the site of the oc- 
clusion. Blockage in the superficial femoral 
artery with a functioning profunda femoris 
artery will give the usual calf claudication after 
walking about one to two blocks at a moderate 
pace. When segmental occlusion is present in 
the external or common iliac artery the claudica- 
tion pain is felt in the posterolateral thigh and 
buttock. When the lower aorta and/or both com- 
mon iliac vessels are involved claudication takes 
the form of severe heaviness and semiparalysis 
of the legs and pain is felt in the thighs, buttocks 
and low back region. 


Examination reveals practically no evidence of 
ischzemic trophic changes in the feet. Some gen- 
eral reduction in skin temperature is usually 
present but, on inspection, the affected limbs 
look normal. Palpation of the pedal pulses oc- 
casionally reveals a faint dorsalis pedis or 
posterior tibial pulsation but as a rule these can- 
not be felt. In the patient with superficial femoral 
segmental occlusion, the common femoral pulsa- 
tion is normal and can, in a thin individual, be 
traced into the thigh to the upper limit of oc- 
clusion. In aortic or common iliac obstruction 
the common femoral pulse is absent or weakly 
positive. Oscillometric readings are uniformly 
reduced in the involved extremity and are 
usually 0.5 to 0.75 in the calf area. This reading 
is always higher than in the individual where 
the occlusive changes are more widespread in 


the limb. 


Other evidence of generalized arteriosclerotic 
changes are commonly present as determined by 
the ophthalmoscope or _ electrocardiographic 
changes. X-ray survey of the major vessels often 
shows patchy calcification of the arterial wall. 

It is obvious from the clinical examination that 
the limb is in no immediate danger from acute 
ischemia as the collateral circulation has suc- 
cessfully bypassed the occluded segment. The 
process of the occlusion has been gradual and 
the collateral channels have had ample time to 
increase gradually in calibre. An acute blockage 
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occurring at one of these levels would have been 
disastrous. Segmental occlusion can be likened 
to the closure of a short section of a main high- 
way. The detours about this blocked area are 
sufficient to keep traffic moving when the volume 
is light but “jams” result at peak periods. The leg 
with such an arterial occlusion can get along well 
with light and intermittent exercise but gets into 
a “jam” when extra muscle activity is required. 
Such a leg has a marked slowing and decrease in 
blood flow in the distal patent arteries and, with 
these vessels also the seat of similar intimal de- 
generation to some degree, future thrombosis is 
more apt to occur than in a vessel with normal 
blood flow. Two patients have been admitted to 
hospital recently with late acute leg ischzemia 
requiring amputation, who had typical histories 
of unrecognized high level segmental occlusion 
for some years. 

The annoying and disabling symptom of inter- 
mittent claudication and the possibility of future 
widespread arterial thrombosis justify the surgi- 
cal attempt to re-establish patency in these major 
arteries. 


METHODS 


Restoration of normal flow in a case of seg- 
mental occlusion of a main vessel can be 
accomplished in two different ways. The opera- 
tion of thromboendarterectomy (Fig. 1) consists 
in isolating the occluded segment between 
clamps, longitudinal incision of the vessel over 
the blocked area and removal of the organized 
thrombus and diseased intima. A good line of 
cleavage can be found between the intima and 
media to make this possible. The distal end of 
the cut should be sutured to the media to prevent 
an inward valve like folding of this cuff of 
intima. The vessel is repaired by suture of the 
incision, leaving a tube of adventitia and media 
and good pulsations will be found in the re- 
constituted vessel and distal branches. Experi- 
mental studies indicate that the repaired vessel 
will be re-endothelialized in ten to fourteen days. . 
The new endothelium grows into the raw area 
from the cut distal and proximal ends of the 
intima and also from the mouths of branches and 
the numerous vasa vasorum. 

The second method is the resection of the 
involved portion with reconstitution of the con- 
tinuity by an autogenous vein graft or preserved 
homologous artery graft. The advantages of a 
vein graft are many. It is part of the individual's 
own tissue and not so susceptible to the degen-. 
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Fig. 1.—Technical steps in the operation of thromboendarterectomy of the lower aorta 
and common iliac arteries. 
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erative processes which occur in all transplanted 
tissues from another individual. It is readily 
available and, in time, the graft thickens and 
histologically closely resembles the artery. Many 
reports have appeared of such grafts functioning 
up to fifteen years. Disadvantages of the auto- 
genous vein graft are that the graft’ initially 
dilates making for a disparity in size between 
the artery and graft lumina with consequent in- 
creased likelihood of thrombosis in the graft. To 
overcome this handicap, a graft initially smaller 
in lumen than the size of the artery to be bridged 
should be chosen. Large arteries such as the 
lower aorta and common iliacs are not as a rule 
suitable for vein’ grafting because of excessive 
ballooning and occasional rupture of the graft. 
A saphenous vein segment inserted into the 
superficial femoral artery is an ideal combination 
in respect to matching size of the lumina. 

Homologous preserved arterial grafts can be 
used instead of an autogenous vein segment and 
this type of graft is being increasingly employed 
as more artery banks are coming into use. How- 
ever the late results of such grafts are not yet 
known. Recent follow-up examinations of pa- 
tients so treated over two: years have revealed 
in some cases extensive degenerative changes in 
the graft with resulting thrombosis. This is par- 
ticularly the case where smaller arteries such as 
the superficial femoral have been bridged by this 
method. It would appear at the moment that 
autogenous vein grafting is superior in the 
smaller arteries and that homologous grafts are 
indicated in the major vessels such as the aorta 
and common iliacs. The latter type of graft is 
the alternate method to thromboendarterectomy 
which also gives its best results in the larger 
vessels. In the series to be presented it will be 
seen that autogenous vein grafting was employed 
in bridging defects in the superficial femoral 
artery while thromboendarterectomy was used 
for segmental occlusions of the lower aorta 
and/or common iliac vessels. 


CasE 1] 


Male, aged 59 was admitted March 8, 1953 with a 
history of claudication in right thigh and calf after walk- 
ing two blocks existing for two years. Oscillometric 
readings in the calves were right 1.0 and left 5.0; E.C.G. 
showed evidence of some myocardial involvement. The 
blood sugars were normal. No pulses were palpable in 
the right leg but the foot showed little evidence of 
ischemic changes. The pulses in the left were normal. 
Aortogram showed complete occlusion of right common 
iliac artery. Thromboendarterectomy was performed on 
March 10 with complete return of all pulses in the 
right leg. Normal convalescence ensued and he was dis- 
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charged on March 20. No anticoagulants were used. 
Follow-up examination on October 16 revealed equal and 
normal oscillometric readings in both legs and the patient 
could walk an unlimited distance without symptoms. 


CasE 2 


Male, aged 46 was admitted April 22 and discharged 
May 10. He gave a nine months’ history of claudication 
in calves, thighs and buttocks after two blocks. At this 





Fig. 2 Fig. 3 

Fig. 2. (Case 3).—Aortogram indicating occlusion of the 
aorta just distal to the renal arteries and also involving 
both common iliacs. The inferior mesenteric appears to 
be the major anastomotic channel. Fig. 3. (Case 3).— 
Postoperative aortogram revealing repair of the occluded 
aorta but continuing segmental occlusion of the right 
common iliac artery. 


distance the legs became blanched, numb and heavy. No 
impotence was present. Examination revealed no pulses 
in either leg and none was felt over the lower aorta. 
Oscillometric readings were 0 in right calf and 0.25 in 
left. The glucose curve reached 252 mgm. % in 1% 
hours. The blood cholesterol was 256. Aortogram re- 
vealed an occlusion of the distal aorta extending partially 
above the level ‘of the renal arteries with the occlusion 
also involving both common iliacs. Thromboendarter- 
oe was performed on April 26 and the aorta was 
occluded above the renals for 25 minutes to free that 
section of clot. Both common iliacs were also cleaned 
out. Good pulsations were seen in the involved vessels 
and in the external iliacs at close of operation but post- 
operatively normal pulses returned only to the right leg. 
Pathological examination of the material showed hyaline 
connective tissue with calcification and thrombi under- 
going calcification. Anticoagulants were used because of 
the lack of pulse return in the left leg. Follow-up exam- 
ination on May 29 revealed normal pulses in the right 
leg but none in the left. The oscillometric readings were 
right 7.0 and left 0.3. All symptoms were gone in the 
right leg but the patient stated he still had the same 
symptoms on the left side but less intense and only after 
four blocks. We feel that his claudication distance will 
improve in the next six months. 


CasE 3 


Female, aged 41 was admitted on January 19 and dis- 
charged February 5. Her complaints were present for 
three years and followed a long exhausting walk. The 
symptoms were increasing in severity and consisted of 
claudication felt in the low back area and down both 
legs on walking half a block. Oscillometric readings were 
0.5 in both calves and no pulses could be felt in either 
leg. The E.C.G. and bl sugar were normal. Aorto- 
gram showed segmental occlusion (Fig. 2) of both com- 
mon iliacs and the lower aorta from the level of the 
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renals down to the bifurcation. Thromboendarterectomy 
was performed on January 19 cleaning out the occluded 
arteries but technical difficulties were encountered in 
doing the right common iliac. All pulses returned to the 
left leg but not to the right, although the colour and 
temperature of the right foot was improved but -not to 
the degree on the left side. No anticoagulants were used. 
The pathological report on the removed material was 
atherosclerosis with organizing thrombus. The patient 
was readmitted on May 10 and reported complete relief 
of symptoms in the left leg but continuance of the 
claudication in the right leg after a quarter of a mile. 
Repeat aortogram (Fig. 3) showed the aorta and left 
common iliac to be free of obstruction but segmental oc- 
clusion still existing in the right common iliac. 


CASE 4 $ 


Male, aged 39 was admitted between September 27- 
October 10, 1951. His complaints at that time were 
intermittent claudication in the right calf for two months. 
This appeared after walking two to three blocks. Oscillo- 
metric readings were, right 0.2 and left 5.0. The right 
femoral pulse was normal but no pulsations could be 
felt below this level. Those in the left leg were normal. 
Femoral arteriogram showed a segmental occlusion of 
the upper two thirds of the right superficial femoral 
artery. A right lumbar sympathectomy was_performed. 
This was before the possibilities of the arterial restorative 
procedures were appreciated. He was readmitted on 
August 17, 1953 with the story that his previous claudi- 
cation had disappeared following the sympathectomy 
and that he had been well up to the day before when 
he suddenly developed pain in the entire right leg with 
blanching, coldness and decreased sensation in the right 
foot. Hypozesthesia and all the signs of acute ischemia 
were present in the right foot. The previously palpable 
right common femoral pulse had disappeared. Aortogram 
showed a normal lower aorta and lett great vessels but 
a complete occlusion of the .right common and _ external 
iliac vessels. One unidentified artery in the right upper 
thigh filled for a short distance and this seemed to justify 
removal of the occluded right iliac segments because of 
his acute ischemia. At operation ‘the common and ex- 
ternal iliacs were found to be occluded by recent throm- 
bus down to just proximal to the inguinal ligariient. 
Thromboendarterectomy was carried out and the initia- 
tion of the thrombus was found to come from an area 
of marked intimal atherosclerosis at the ee of the 
right common iliac. Although the repaired’ segment 

ulsated well at the close of the operation no common 
emoral pulse returned in the postoperative period. How- 
ever the foot improved in colour and temperature with 
relief of the ischemic signs and symptoms. His con- 
valescence was marred by the development of an in- 
cisional hernia and phlebothrombosis in the right calf. 


Follow-up examination on October 14 revealed a 
warm pink right foot but his old symptom of calf 
claudication after two blocks has returned. The oscillo- 
metric readings in the calf are right 0.1, left 3.0. 


Case 5 


Male, aged 54 was admitted April 27 and discharged 
on June 2. His complaints were multiple but those per- 
taining to his legs had been present unrecognized for over 
ten years despite several previous hospital admissions. He 
had dull aching pain in the posterolateral aspect of both 
thighs and in his buttocks on walking one to two blocks. 
Examination revealed a faint right femoral pulse but 
absence of all others in both legs. Aortogram (Fig. 4) 
revealed segmental occlusion of the lower two inches of 
the aorta and both common iliacs. Operation on May 7 
confirmed these findings and -thromboendarterectomy of 
the lower aorta and both common iliacs was done. At the 
close of operation excellent flow could be felt in the 
cleaned arteries but the left external iliac was not pulsat- 
ing distal to the suture line. This was explored just 
beyond the terminal end of the suture line and the distal 





LuKE: ARTERIOSCLEROSIS. OBLITERANS 395 


cut intimal cuff found to have folded inward occluding 
the vessel. This was trimmed and sutured to the media 
with resulting normal flow. Partial wound disruption 
occurred on the tenth day as the only complication. No 
anticoagulants were used. Follow-up examination on 
June 12 showed all vessels in the legs to be pulsating 
normally and his claudication symptoms to have com- 
pletely disappeared. Repeat aortogram showed reconstitu- 
tion of normal flow. The present oscillometric readings 
are, right 6.0, left 4.0. 





Fig. 4 Fig. 5 

Fig. 4. (Case 4).—Aortogram showing deformity and 
occlusion of the lower end of the aorta and closure of 
the left common iliac artery. The inferior mesenteric 
artery_shows marked enlargement due to its collateral 
role. Fig. 5. (Case 6).—Femoral arteriogram indicating 
complete segmental occlusion of the upper two-thirds of 
the superficial femoral artery. The circulation is being 
maintained by the profunda femoris artery and its con- 
nections to the patent lower end of the superficial femoral. 


CAsE 6 


Male, aged 52 was admitted August 30-September 12, 
1953. He complained of claudication in the right calf 
muscles for the past three months. This followed walking 
two to three blocks. Examination revealed normal leg 
pulses on the left but no pulses below the common 
femoral on the right. Oscillometric readings in the calf 
were right 0.5, left 7.0. The A.C. blood sugar was 93 
and the P.C. 165. The E.C.G. was normal. Femoral 
arteriogram revealed segmental occlusion of the mid 
third of the right superficial femoral artery (Fig. 5). 
Resection of this occluded area was carried out with 
substitution of the defect by a saphenous vein graft. 
Pathological examination of the resected specimen 
showed atherosclerosis with occlusion by thrombus 
formation. Postoperatively there was a complete return 
of all pulses in the right leg and follow up examination 
on October 10 oean the same findings with complete 
relief of symptoms. The oscillometric readings were right 


6.0, left 7.0. 


CasE 7 


Male, aged 65. Admitted on August 27-September 11, 
1953. His complaint was intermittent claudication in 
the right calf for 24% years. Pulses were absent below 


the common femoral on the right but normal on 
the left. The blood sugar, E.C.G. and blood cholesterol 
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were within normal limits. Oscillometric readings were 
right calt 1.0, left 7.5. A femoral arteriogram revealed 
segmental occlusion of 13 inches of the right superficial 
femoral artery. On August 31 this area was resected and 
replaced with a saphenous vein graft. The pathological 
report was calcified atheromata with organized thrombus 
in the lumen. Following operation the toot improved in 


colour and temperature but only a weak dorsalis pedis 
pulse could be felt. This would indicate that a more 
distal level of blockage existed which was not detected 
preoperatively. Follow-up examination on September 22 
revealed that his claudication symptoms had disappeared 
and that he could walk an unlimited distance. The 
oscillometric readings were right 1.5, left 7.0. 

‘ 

CasE 8 


Male, aged 36 was admitted to the Montreal Neuro- 
logical Hospital on May 81 and transferred to the Royal 
Victoria on June 12, 1951. His dossier is long but is of 
great interest in illustrating the extensive degree of in- 
volvement that can occur in a case of Buerger’s disease. 
He gave a history of ‘coronary thrombosis with hospital- 
ization for 1 year in 1945. In‘‘1946 he had paralysis of 
the left arm and right side of the face lasting 3 days. In 
1948 he had sudden paralysis of the legs with pain and 
numbness and also again paralysis of the left arm and 
right side of the face. The signs and symptoms again 
lasted 3 days. In 1951 he was Ses italized for left-sided 
chest pain and shortness of breath with a diagnosis of 
coronary occlusion. His first admission to hospital in 
Montreal was in 1951 when three weeks prior to this he 
developed sudden blindness followed by homonymous 
hemianopsia and headache. There was a history of 
syphilis in 1930 and gonorrhoea in 1947. The neuro- 
logical diagnosis was left homonymous hemianopsia due 
to encephalomalacia of the right parieto-occipital region 
due to arterial thrombosis. The. spinal fluid Wassermann 
was negative, the Lange curve normal and the E.C.G. 
showed coronary insufficiency and was compatible with 
old anterior myocardial infarction. 

On June 5, 1951 he developed, in hospital, acute pain, 
blanching and coldness of the right foot with bluish 
mottling on the lateral side of the sole. Anzesthesia of the 
big toe was present and no pulses could be felt below 
the common femoral. The pulses in the left leg were 
normal as were those in the arms. By June 12, despite 
conservative treatment, the big toe showed early 
gangrenous changes. Femoral arteriogram revealed an 
8 inch segmental occlusion in the right superficial artery. 
The popliteal artery was visualized but both anterior and 
posterior tibial arteries were occluded just below their 
origins. Thromboendarterectomy of the occluded seg- 
ment of superficial femoral artery, was carried out on 
June 14 and the area was eons bo regional hepariniza- 
tion according to the technique of Freeman for 3 days. 
No improvement in the distal pulses was expected but 
ths foot became warm and pink and amputation of the 
big toe was done on June 20 with healing by first in- 
tention. Up to this time the patient had smoked 15 
cigarettes per day. 

He was readmitted on April 2, 1952 until April 16 
with a history of a white, cold, painful left foot since 
March 27. He stated he had stopped smoking since the 
last admission. All pulses had disappeared in the left leg 
below the common femoral. The findings in the previ- 
ously operated right leg were unchanged. The degree of 
ischemia of the left foot was not severe and it re- 
sponded to conservative therapy. A left femoral arterio- 
gram showed occlusion of the left superficial femoral 
artery three inches above the knee with relatively good 
collateral circulation but no distal patent main vessels. 
The right leg had given no symptoms since discharge 
and the toe amputation was well healed. 

The next admission was from September 12 to 30, 1953 
when he gave a history of gradually increasing pain in 
the left leg and foot over the past 6 months with the 
development of a small painful ulcer on the dorsum of 
the left foot two weeks before admission. The left foot 
showed all the signs of severe chronic ischemia and no 









foot following 
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pulsations were present in this leg. The common femoral 
pulse had disappeared. The right leg was as before. The 
B.W. and Kahn were negative, the blood sugars normal 
and the E.C.G. showed low voltage and myocardial 
changes. Aortogram revealed obstruction of the left com- 
mon and external iliac vessels, also all distal main vessels. 
Only a few collateral channels were visible in the left 
thigh. The right leg showed no obstruction down to the 
superficial femoral artery where a segmental occlusion 
was seen corresponding to the area present in 1951. This 
would indicate that the operation performed at that 
time had failed in keeping that segment of_artery patent. 
Left supracondylar amputation was performed on Septem- 
ber 18. Sections taken from the arteries of the amputated 
leg showed the artery and vein to be involved in a 
fibrous process. The arteries were completely occluded 
by organized thrombus, the veins were patent. The patho- 
logical picture was compatible with a diagnosis of throm- 
boangiitis obliterans. The wound healed perfectly. The 
patient insists he has not smoked since 1951 but his 
disease is obviously gradually extending and it is likely 
that further episodes of arterial occlusion will take place. 


CasE 9 


Male, aged 47 was admitted on October 22, 1953 
complaining of intermittent claudication in feet and 
calves for the past seven years. The symptomatology had 
gradually accentuated to the point where he could walk 
only one block. On admission his E.C.G, was normal 
but the blood sugars were A.C. 116, P.C. 204. The 
oscillometric readings in the calf were right 1.0, left 
0.4. A rise of approximately 6° C. occurred in the left 

er block. Aortogram revealed seg- 
mental occlusion of 32 cm. of the left superficial femoral 
artery and multiple areas of partial occlusion in the right 
superficial femoral and right common iliac arteries. A 
large arteriosclerotic plaque was visualized in the lower 
aorta occluding the lumen about 50%. 

Due to the diffuse nature of the disease, it was thought 
that removal of the aortic plaque would give the best 
increase in limb circulation and this was done on 
October 31. The aorta was explored and a thrombo- 
endarterectomy carried out over the lower two inches. 
The repaired aorta and common iliac arteries were seen 
to pulsate well at the close of the operation. However 
when the drapes were removed, both legs appeared 
blanched, cold and cadaveric. The patient was observed 
for the next three hours when both legs to the groin 
became blue, mottled and colder. It was obvious that 
very little circulation existed in either leg. Either throm- 
bosis had occurred in the arteries distal to the aorta or 
the lower cut end of the intima had formed a valve-like 
fold completely occluding both common iliacs. The in- 
cision was reopened four hours later and the repaired 
aorta found to be pulsating normally but pulses in each 
common iliac were absent. The common iliacs were 
explored; the lower cut end of the intima (despite 
the anchoring sutures inserted at the time of the rst 
operation) had dissected downward and folded inward 
producing complete obstruction. The obstructing mass 
was removed and the intima reanchored. Normal pulsa- 
tions resulted in the left external iliac artery but not on 
the right. The right common iliac was re-opened and 
eat distal clots removed but the pulsations on the 
right still remained poorer than the left. Following 
operation the lividity of the left leg disappeared but was 
still present in the right foot. The pathologist reported 
that the material removed showed marked intimal 
sclerosis. 

The patient’s general condition responded rapidly and 
both legs improved, completely on'the left but only to the 
foot on the right. Loss of sensory and motor power of 
both legs resulted and the calf muscles felt tense and 
boggy indicating ischemic muscle changes. The length | 
of almost total occlusion of blood supply to the legs was 
nine and one-half hours from the time of application of 
the aortic clamp at the first operation to return of blood 
flow following the second operation. Bladder paralysis 
has occurred, and, at the moment. of writing, the calf 
muscles of both legs have softened, mild postoperative 
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cedema of the legs is subsiding, sensation is returning to 
the legs which is protopathic in type but no muscle 
power is evident. Both legs and feet are well vascularized 
with the exception of the toes of the right foot which are 
showing early gangrenous changes. The eventual prog- 
nosis in respect to use of his legs is as yet unknown. 


DIscussION 


The first reports of surgical restoration of main 
vessel flow in segmental arteriosclerotic occlusion 
appeared in the European literature.” * * As in 
any new procedure, it would appear that the 
indications for operation in many of their cases 
were not as rigid as those now accepted, and 
the results therefore not as good as achieved in 
later reports. A successful outcome following 
the use of autogenous vein grafts was com- 
moner than after thromboendarterectomy until 
the technique of longitudinal incision of the 
involved artery segment was described by 
Reboul.* This latter technique is the one out- 
lined and is now the universal method in this 
type of operation. In North America, Barker and 
Cannon, Wylie, Julian® ? and others have re- 
ported series of cases employing autogenous vein 
grafting, homologous arterial grafting and 
thromboendartectomy. Julian describes eighteen 
cases where autogenous vein grafts were used in 
the femoral artery with six failures due to throm- 
bosis of the graft and 12 successes. One of the 
six patients died and two required amputation. 
Wylie reports 38 cases of aortic, iliac and femoral 
thromboendarterectomies in 25 of which circula- 
tion was completely restored, four improved, 
two unchanged, three required amputations and 
four died. 

In the present series, three cases (1, 5, 6) 
showed a complete restoration of circulation, 
and two (2, 5) had complete restoration in one 
leg but only partial in the other. Case 4 was not 
ideal but operation was done to avert gangrene 
of the foot. Return of pulses was not expected in 
this case but the result would appear to justify 
the effort. Case 6 did not show a complete return 
of distal pulses but did have sufficient improve- 
ment in circulation to relieve all symptoms. Case 
8 is included chiefly to give the story of a re- 
markable case of Buerger’s disease. 

Case 9 is a most unfortunate result and many 
lessons can be learned from this. First of all this 
patient had only a partial occlusion of his lower 
aorta and consequently his collateral circulation 
was not increased to the degree that occurs in 
complete occlusion. His legs were therefore 
almost totally ischemic as a result of the intimal 
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obstruction which occurred. One wonders there- 
fore if this type of surgery is justified in the 
presence of partial obstruction, because of the 
severe effects if things go wrong and main vessel 
circulation is not restored. This case also illus- 
trates the difficulty in anchoring the distal cut 
end of intima and emphasizes the one technical 
drawback of this procedure. As a result of this 
case, and of cases 2 and 3 in which only partial 
restoration of circulation occurred in one of the 
legs, efforts are being directed to remedy this 
point. 

The published results to date are sufficiently 
encouraging to indicate that this method of ap- 
proach is a worthwhile addition to the surgery 
of arteriosclerotic obliterans. The spectacular 
successes will follow in those individuals where 
the indications for surgery are rigidly followed, 
namely where the angiogram reveals a segmental 
obstruction of one of the major vessels with 
patent arteries distal to the area of occlusion. 
The angiogram must be a complete one from 
the lower aorta to the bifurcation of the popliteal 
because multiple areas of partial or complete 
segmental occlusion may be uncovered. The best 
results will be achieved in the younger indi- 
viduals below fifty-five years, because in the 
older age groups the disease becomes more 
diffuse. A comforting aspect of this variety of 
surgical effort is the fact that if thrombosis 
of the repaired artery or the graft should un- 
fortunately occur in the patient with complete 
segmental occlusion the patient’s circulation is 
not made worse. The collateral circulation about 
the occlusion is already well developed and so 
can continue as before. The surgeon should take 
great care not to sacrifice any functional col- 
lateral vessels at time of operation. 


It would appear that the only point where 
difficulty occurs both in thromboendarterectomy 
and homelogous arterial grafting of major vessels 
is the distal cut end of the intima in the former 
operation and the distal suture line in the latter.’ 
The cut end of the intima tends to dissect off 
the media and fold inwards producing obstruc- 
tion. This presumably occurred in cases 2 and 3 
and definitely in case 9. Suturing this sclerotic 
intima to the underlying media is not easy and 
it is likely that some of these sutures cut out 
because of the force of the on-rushing blood. 
When this point can be resolved, these opera- 
tions should result in a greater percentage of 
complete restoration of distal blood flow. 
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The question of whether or not anticoagulant 
drugs should ‘be used: postoperatively is an im- 
portant one. Ideally they should, but accidents 
from the use of these drugs still continue and 
leakage from a suture line can be fatal especially 
if intra-abdominal. Occlusion of a graft by pres- 
sure of a surrounding hematoma can also nullify 
an otherwise good result. It is the author's 
opinion that anticoagulants should be used when 
the procedure has been done on smaller vessels 
such as the superficial femoral artery because 
the small calibre of such an artery makes for 
more thrombotic possibilities. Operation on 
major vessels such as the aorta and iliac vessels 
does not need anticoagulants because of their 
greater diameter and high velocity of flow. 


SUMMARY 


1. A description and discussion of the relatively 
new procedures of thromboendarterectomy, auto- 
genous vein graft and homologous arterial graft 
bridging of segmental arterial occlusion due to 
arteriosclerosis obliterans is presented. 

2. The symptomatology in these cases is almost 
entirely that of intermittent claudication, the 


PERNICIOUS ANAEMIA II: 
MAINTENANCE TREATMENT 
WITH CRYSTALLINE 
VITAMIN B,,* 


DOUGLAS G. CAMERON, M.D., 
S. R. TOWNSEND, M.D. and 
A. ENGLISH, M.D., Montreal 


SOON AFTER the discovery of vitamin B,, it be- 
came clear that this agent will evoke an initial 
remission in patients with pernicious anemia. 
The remission is comparable in every way to 
the response produced by potent liver extracts.? 
The effectiveness of vitamin B,, for maintenance 
treatment in this disease remained to be demon- 
strated. At the present time most investigators 
agree that the crystalline vitamin has proved at 
least as effective as potent liver extracts during 


*From the McGill University Clinic of The Montreal 
General Hospital. 

Presented at the annual meeting of The Royal College 
35. — and Surgeons of Canada, Montreal, October 
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promptly to initial treatment and were in a state 
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level and severity of the claudication depending 
on the level and extent of the occlusion. 

3. The selection of cases for these operations 
should be most carefully done and femoral arteri- 
ography or aortography is essential to this selec- 
tion. Patients ‘below fifty-five obtain _ better 
results because the disease process tends to be 
major in only one area of the arterial tree. A 
diffuse arterial involvement contraindicates this 


type of surgery. 

4, Nine cases are discussed where vein. graft- 
ing of a segmental occlusion was carried out in 
the superficial femoral artery or where thrombo- 
endarterectomy was performed on the lower 
aorta and/or common iliac arteries. 
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the three to four years since it became available 
for general use.” ‘°® There is still a diversity of 
opinion concerning the optimum dose and the 
length of intervals between injections. Early in 
1950, as a prelude to the present study, we re- 
viewed the effects of maintenance treatment using 
potent liver extracts in 63 cases of pernicious 
anzmia.’ Most of the patients had been under 
observation for 10 to 20 years. The results were 
gratifying. During the past 314 years we have 
used crystalline vitamin B,, for maintenance 
treatment in 28 cases of pernicious anzmia, 30 
pg. doses being given by intramuscular injection 
at weekly intervals. The results were entirely 
satisfactory and similar to our experience using 
comparable doses of potent liver extracts. 


CLINICAL MATERIAL AND METHODS 


Fifty patients with pernicious anzmia vol- 
unteered for this study. There were 32 women 
and 18 men in this group and their ages ranged 
from 44 to 83. All of them had responded 
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of satisfactory remission at the start of the study. 
Forty-eight had been receiving 30 U.S.P. units 
of concentrated liver extract weekly by the intra- 
muscular route. Vitamin B,, in doses of 30 yg. 
weekly was substituted for the further main- 
tenance of 26 selected at random from this group. 
The same dose of vitamin B,, was prescribed 
for 2 cases which had been treated solely with 
this agent. The remaining 22 patients served as 
controls and continued to receive their usual 
doses of liver extract. 

The duration of the follow-up period is shown 
in Table I; 45 patients were followed up for 314 
years, 2 for 2 to 3 years and 3 for 11% years. 


TABLE I. 





DvuRATION oF FoLtLow-Urp 
50 Cases or PerRNiIc1Ious ANAMIA 





' No. of cases 


Liver 
By extract Years 
25 MR a ee eee - 
1 Be ts HEAT E Feet Te at meee 2-3 
2 Biot ny: overs met thos is ek creed 1-2 





A complete physical and hematologic examina- 
tion of each patient was made at the start of 
the study. The blood counts were checked at 6 
month intervals. A final blood count and physical 
examination of each patient was made to com- 
plete the study. 


RESULTS 


Subjective.—None of the patients had symp- 
toms of anzemia at the start of the study; 16 had 
mild parzesthesiz. At the conclusion of the study 
none had symptoms of anzemia. Parzesthesiz per- 
sisted unchanged in 16, They did not develop 
other neurologic complaints. The rest had no 
neurologic symptoms. 

Objective.—The final red cell count was higher 
than 4 million per c.mm. and the hemoglobin 
level was above 12.5 gm. per 100 ml. in every 
case,- Fourteen patients had reflex changes, sen- 
sory disorder or faulty co-ordination at the start 
of the study. These abnormal findings persisted, 
but there was no progression of the neurologic 
disease.. Moreover, none of the patients free of 
neurologic disease at the outset developed this 
complication during the study period. 


DIscuUSSION 


_ Vitamin B,, is being used widely for the main- 
tenance treatment of pernicious anemia. Already 
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several reports have indicated the value of this 
agent in maintaining normal levels of hemo- 
globin and arresting the neurologic complications 
of the disease. Conley and his colleagues at the 
Johns Hopkins Hospital treated 54 patients with 
vitamin’ B,, for periods of 21 to 40 months.’ 
Maintenance doses of 45 ug. intramuscularly 
were given every 6 weeks to most of these pa- 
tients. However, the data suggest that this dose 
was too small. Blackburn and his associates in 
Sheffield used vitamin B,, for the treatment of 
22 cases for 2 years.* Previously, these patients 
had been maintained satisfactorily with concen- 
trated liver extract. 30 ug. of vitamin B,, every 
2 weeks was prescribed for most of them. The 
results indicated that haemoglobin levels re- 
mained satisfactory for 18 months but tended to 
fall during the last 6 months of the study. Walker 
and Hunter of Dundee studied the effect of huge 
single doses of vitamin B,,.* A dose of 1,000 yg. 
given intramuscularly to untreated patients pro- 
duced hzematologic remissions lasting from 4 to 
12 months. However, in some cases evidence of 
bone marrow reversion could be detected in less 
than 2 months and one patient suffered a neuro- 
logic relapse in 6 weeks. In Boston, Murphy and 
Howard gave 1 yg. doses of vitamin B,, daily 
by the intramuscular route to 8 patients for 21 
to 39 months.’ This regimen was found to be 
completely effective. 

From this accumulated experience two points 
seem clear. Tiny doses (1 yg.) given daily by 
the intramuscular route are fully effective for 
maintenance treatment, but this regimen is not 
practical for general use. Huge single doses 
(1,000 »g.) cannot be relied upon to give effec- 
tive control for periods longer than 4 to 6 weeks. 
It remains to determine the smallest dose given 
at the longest intervals which is fully effective 
for maintenance treatment. Forty-five wg. at 6 
weeks’ intervals did not prove adequate for many 
of Conley’s patients. Indeed, nearly one-fifth of 
them had hemoglobin levels less than 12.5 gm. 
per 100 ml. after 20 months of treatment. The 
50 yg. doses given at 2 week intervals by Black- 
burn were effective for 18 months but hzemo- 
globin levels tended to drop after that time. 
Nonetheless these clinical studies have indicated 
within broad limits the requirements of vitamin 
B,. for adequate maintenance. 

Direct measurement of serum and urine 
vitamin B,, levels promises to define these re- 
quirements much more accurately.- Mollin and 
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Ross in London have used a microbiological 
assay technique to determine the serum con- 
centration of vitamin B,, in normal individuals 
and in patients with pernicious anzmia.* They 
showed that the lowest level in normals is about 
100 »ug. per ml. In contrast, patients with un- 
treated pernicious anemia invariably had serum 
concentrations far below this level. Furthermore, 
they were able to demonstrate a close correlation 
between falling serum vitamin B,, levels and a 
relapse of the disease.° When serum levels 


TABLE II. 





Blood values at end of Bi2 study 


aang 

















Hemoglobin 
Hema- \|R.B.C.in in grams M.C.V. in 
Patient tocrit millions | per 100 ml. cu. microns 
a. Wa. 49 5.0 15.6 98 
2. G.M. 48 4.8 14.9 100 
3. H.G. 41 4.2 12.7 97 
4. J.M. 75 M 51 5.8 15.6 | 100 
5. W.A. | 83 M 46 4.7 14.3 | 100 
6. B.R. 60 F 42 4.7 13.4 89 
7. W.M. | 64 F 44 4.5 13.7 100 
SB. A.P; 70 F 49 | 14.9 98 
9. P.M. 57 F 44 4.5 14.0 97 
10. A.B. 63 F 46 4.7 14.6 97 
§ ee 67 F 43 4.3 13.1 100 
12. R.M. | 69 F 42 4.2 13.1 100 
13. E.S. 57 M 52 5.6 16.8 93 
14. M.G. | 55 F 42 4.6 13.1 91 
15. R.C. 51 F 49 §.1 14.3 96 
16. W.E. | 64F 43 4.7 14.3 93 
17. R.K. 56 M 49 §.1 15.2 98 
18. G.E. 70 F 45 4.9 14.6 93 
19. W.S. 54 F 42 4.4 13.1 97 
20. C.J. 44 F 43 4.3 13.2 100 
21. M.W. |-65 F 46 4.8 14.9 ' 95 
22. A.P. 76 M 45 4.5 13.7 100 
23. J.G. 73 F 41 4.3 12.7 95 
24. D.W. | 44 F 44 4.5 13.4 | 97 
25.J.F.. |64F | 41 4.2 13.1 | 97 
26. W.C. | 76 F 42 4.2 13.1 100 
27. J.M. 73 42 4.4 13.7 95 
28. J.F. 49 M | 45 4.6 14.0 | 100 





dropped below 100 pug. per ml. early megalo- 
blastic change could be detected in the bone 
marrow within a few days. They studied the 
periods of time that serum levels remain above 
the critical level of 100 pug. per ml. following 
single injections of vitamin B,,. In some cases 
the serum concentration fell below the critical 
level within a week after single injections of 20 
or 40 »g., and as early as 11 days following doses 
of 80 or 160 ng. When 320 yg. doses were given 
the first drop below the critical serum level oc- 
curred after 39 days. Increasing the dose to 1,000 
ug. did not prolong this interval. These findings 
suggest that even large doses of vitamin B,, will 
prove insufficient in some cases if the interval 
between injections is greater than 2 weeks. 
Indeed, a critical analysis of the published clini- 
cal results indicates that this is so. 

A variety of treatment schedules has been 
advocated. Most of these have proved inadequate 
for proper maintenance in a considerable pro- 
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portion of patients. Clearly the doses are too 
small or the intervals between injections are too 
long. The optimum regimen remains to be de- 
termined. Thirty »g. doses at weekly intervals 
maintained all our 28 patients in good health. 
This regimen was completely effective and seems 
reasonable in the light of present knowledge. 


SUMMARY AND CONCLUSIONS 


Crystalline vitamin B,, was used for the 
maintenance treatment of 28 patients with per- 
nicious anemia. 25 were followed for 3 to 4 
years, 1 for 2 to 3 years and 2 for 1 to 2 years. 
30 pg. doses were given at weekly intervals by 
the intramuscular route. During this time 22 
additional patients were maintained on weekly 
doses of 30 U.S.P. units of concentrated liver 
extract. This treatment was completely effective 
in both groups. Red cell counts were main- 
tained above 4 million per c.mm. and hemo- 
globin levels above 12.5 gm. per 100 ml. in all 
the patients. There was no progression of neuro- 
logic symptoms. Moreover, no patients free of 
this complication at the outset developed neuro- 
logic symptoms during this study. 

The optimum regimen using vitamin B,, for 
maintenance treatment in pernicious anemia 


remains to be determined. Most schedules have 


proved inadequate in a considerable proportion 
of patients. Thirty ng. doses at weekly intervals 
maintained all our 28 patients in good health. 
This intensive treatment was effective and seems 
reasonable in the light of present knowledge and 
experience. 
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ERRATA 


On page 190, February 1954, column 2 the words 
“valueless veins” should read “valveless veins”; and in 
the case report lower down “adrenocarcinoma” should 
read “adenocarcinoma”. 
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PRESENT-DAY ASPECTS OF 
ACUTE LARYNGOTRACHEITIS* 


J. A. TURNER, M.D., Toronto 


ACUTE LARYNGOTRACHEITIS, a Clinical condition 
occurring almost exclusively in childhood, may 
be defined as an inflammation of the larynx and 
trachea with consequent oedema resulting in a 
variable degree of obstruction to the airway. In 
referring to the symptom-complex thus produced 
many different terms have been applied. The 
older terminology used the word “croup” which 
today is more usually applied to “nocturnal 
croup’ occurring typically at night, consisting of 
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a harsh, barking cough and a husky voice with 
little or no evidence of respiratory obstruction. 
The term laryngotracheobronchitis which is still 
used fairly frequently is a somewhat cumber- 
some term, as is the less common term pharyngo- 
laryngo-tracheo-bronchitis. We are seeing fewer 
cases today with evidence of bronchial involve- 
ment and therefore tend to group all these cases 
which exhibit signs of respiratory obstruction 


’*From the Hospital for Sick Children and the Department 
of Pediatrics, University of Toronto, Toronto, Canada. 











TURNER: LARYNGOTRACHEITIS 401 


under the heading of laryngotracheitis.. This term 
may be further shortened and is familiarly 
dubbed “tracheitis”. 

This disease has been receiving increasing 
attention in the past decade or so, as attested by 
the increasing number of articles written on the 
subject, not only from this continent, but also 
from the British Isles, the Scandinavian 
countries, South America, Africa, Germany, and 
even Russia. In the Hospital for Sick Children we 
are seeing an increasing number of patients each 
year, suffering from the disease. In 1947 Morgan 
and Wishart’ published a paper on this subject, 
which article is widely quoted, and in it pub- 
lished Chart I including cases admitted up to 
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1944. Chart II shows the figures for admissions 
to the Hospital for Sick Children diagnosed as 
acute laryngotracheitis from 1945 to October 
1952. 

Why are we seeing more cases? There are 
several possible explanations. (1) There is an in- 
creased awareness of the disease among practi- 
tioners dealing with children. (2) With the know]- 
edge of the complications which may arise, there 
is an increasing tendency to hospitalize even 
mild cases. (3) This community, in keeping with 
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other large cities, has undergone a great expan- 
sion in population in recent years and there is 
consequently a greater number of patients from 
which to draw. (4) Is there a true increase in the 
incidence of the disease? This is a question which 
is difficult to answer without a detailed statisti- 
cal analysis. It would seem unlikely that the in- 
creasing number of cases which we are seeing 
is due entirely to the first three factors. 


ETIOLOGY 


Without doubt we must postulate that the 
exciting cause of laryngotracheitis is infection. 
The peak incidence of the disease occurs in the 
winter months when bacterial infections are at 
their height and epidemics of laryngotracheitis 
have been described.” *: 4 

It is probable that many of these infections 
are primarily bacterial. The organism responsible 
for the most dramatic picture is the Haemophilus 
influenzz type B. Clinically, infection with this 
organism typically produces a sudden onset of 
respiratory distress in a child previously exhibit- 
ing no signs or minimal signs of infection. This 
respiratory distress may progress with alarming 
rapidity and sudden death from _ respiratory 
failure is a very definite possibility. 

Contrasted with this picture is the gradual on- 
set of respiratory stridor and croupy cough 
complicating a simple cold. Between these two 
extremes lie the majority of the cases which we 
see in hospital. It is in this latter group that 
bacteriological studies may prove confusing. It 
is doubtful whether cultures of nasopharyngeal 
secretions or even of tracheal secretions will give 
a true picture of the infecting agent, even in 
those individuals who have not previously re- 
ceived antibiotic therapy. A pure culture of an 
organism such as hemolytic streptococcus may 
be significant, but all too frequently the growth 
is a mixture of organisms, which renders inter- 
pretation difficult. 

The role of a virus in the etiology of laryngo- 
tracheitis is uncertain. Beach® at Princeton and 
later Burnet and Foley® in Australia have 
demonstrated a specific virus in acute laryngo- 
tracheitis of fowls, but as yet no such agent has 
been identified in the human disease. Viral eti- 
ology may be suspected in those cases with a low 
or normal leukocyte count. At the present time 
an investigative program is underway here in an 


attempt to isolate a virus from cases admitted 
to hospital. 
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The question of predisposing causes in laryn- 
gotracheitis presents a fertile field for specula- 
tion. The large majority of cases which we see 
in this centre are from urban districts. Only 6% 
are from areas outside greater Toronto. The 
obvious explanation of this is that we mainly 
draw our cases from this metropolitan area. One 
wonders, however, whether industrial smog may 
play a part. Also we are in an area where central 
heating is the rule. The dry atmosphere resulting 
from such a heating system may tend to the 
development of the disease. Sudden changes in 
temperature are followed by a rush of admissions 
to our tracheitis unit. This phenomenon may be 
related in some way to the heating systems in the 
home. 

The relationship of allergy to laryngotrache- 
itis is of interest particularly in those children 
who have recurrent bouts of the disease. Other 
signs of allergy, however, are largely lacking in 
most of these individuals and the family histories 
reveal no more evidence of allergy than in a 
random hospital group. 

The sex incidence in this condition presents 
somewhat of a puzzle. In almost any large series 
including our own the incidence is predomi- 
nantly male 65% as compared to 35% female. 
Over the past four years hospital admissions have 
shown a sex distribution of 56% male to 44% 
female. One cannot but wonder whether there 
is any minor structural difference at an early 
age in the larynx of males. 

The age incidence is also relatively constant 
over the years; 60% of the cases are between 1 
and 8 years of age, 15% of the cases occur under 
1 year and an identical figure over 5 years of 
age. The remaining 10% of admissions are indi- 
viduals between 3 and 5 years of age. The 
youngest child admitted for this disease was 3 
months. The oldest was 8 years of age. 


_ DIFFERENTIAL DIAGNOSIS 


1. Foreign body.—(a) Tracheal—the symptoms 
may be identical. Cough, stridor, respiratory ob- 
struction, may all be present. The most important 
point in the differential diagnosis lies in the 
history of choking on food or on an object. 
Physical examination and fluoroscopy may reveal 
lateralizing signs indicative of foreign body 
aspiration. 

(b) CEsophageal.—This is a not uncommon 
cause of respiratory obstruction. We recently 
admitted one fatal case in. which the true condi- 
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tion was unrecognized © ‘until autopsy, when a 
coiled wire was discovered in the oesophagus. 
During the period. of. observation before death 
this infant revealed no signs of counreers’ ob- 
struction whatsoever. 

2. Diphtheria.—In this locality diphtheria is a 
fortunate rarity but the possibility should always 
be kept in mind and the history of immunization 
procedures should be obtained. 

3. Asthma.—It seems strange perhaps that 
asthma and laryngotracheitis can be confused, 
since the respiratory obstruction in the former is 
mainly in the expiratory phase while that in the 
latter is inspiratory in timing. In severe cases 
of laryngotracheitis, there may be both inspira- 
tory and expiratory stridor. The use of 3-4 min. 
of adrenalin as a therapeutic trial may be helpful 
in differentiation. The possibility of foreign body 
aspiration in this type of respiratory difficulty 
should also be seriously entertained. 

4. Bronchiolitis.—This condition is character- 
ized by low down respiratory obstruction occur- 
ring usually in -the younger infant. Physical 
examination reveals a baby in considerable 
distress with both inspiratory and expiratory ob- 
struction to breathing. Numerous widespread 
fine rales are noted throughout both lung fields. 

5. Retropharyngeal abscess.—This condition as 
a cause of respiratory stridor and obstruction 
should not be forgotten. These children are usu- 
ally toxic with a high temperature. Palpation of 
a boggy mass in the posterior pharynx will make 
the diagnosis certain. 

In this regard I might stress the fact that exam- 
ination of the pharynx should be undertaken 
with caution in cases of severe laryngotracheitis. 
Too vigorous attempts to see the epiglottis may 
precipitate laryngeal spasm with distressing re- 
sults. 

Diagnostic criteria in the assessment of acute 
laryngotracheitis depend on 4 main features. 

(1) Pulse rate. The initial pulse rate may be mis- 
leading because of apprehension. The pulse rate 
under sedation .is more important. An increase 
in pulse rate under these conditions is a danger 
signal. (2). Respiratory rate. This too, is influenced 
by initial apprehension and usually varies as does 
the pulse rate. (8) Restlessness. This is probably 
the most important single prognostic sign in the 
asséssment of the case, Increasing restlessness 
despite adequate medical therapy is of grave 
import. One should not wait until a child with 
increasing restlessness has reached the ‘point of 
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fatigue. Operative intervention in such a case 
offers a high mortality. (4) Degree of air entry 
into the lungs is of value in determining the 
severity of respiratory obstruction. Along with 
this the. degree of indrawing of the soft parts of 
the thorax and neck is of assistance. 

| 

TREATMENT 

There are three essentials in the treatment of 
acute laryngotracheitis. These are: 

1. Moist, air—best supplied as cool, moist 
oxygen, as found in the Croupette.* Moisture 
achieves liquefaction of the secretions in the 
respiratory tract, and for this reason adequate 
hydration of the child is also of supreme import- 
ance. 

2. Sedation—the use of a sedative is most 
valuable in reducing the apprehension and fear 
which the child exhibits, and allows for more 
restful and more efficient respiration. Seconal® 
gr. 34 per rectum for all ages except the young 
infant is usually sufficient. It is important not 
to give sedatives in large doses for fear of 
masking the signs of. progress of the disease 
according to the criteria previously mentioned. 

3. Antibiotics-many combinations of anti- 
biotics have been recommended. Routinely the 
drugs of choice are streptomycin and penicillin. 
Streptomycin may be discontinued after 24 hours 
except in those patients who are severely ill or 
in whom Hzmophilus B influenzz bacillus has 
been demonstrated. Penicillin in repository form 
may be continued until the child is clinically 
well. We have largely discarded aureomycin in 
routine treatment because of the difficulty in 
administration of this drug to the apprehensive 
young child. 

4, Tracheotomy.—The indications for trache- 
otomy vary with each individual case but as a 
rule any child who fails to show a satisfactory 
response to medical management, according to 
the criteria mentioned, after a maximum observa- 
tion period of 2 hours, should be tracheotomized. 

5. No discussion of treatment would be com- 
plete without mentioning the most important 
factor of nursing care. The constant observation 
and reassurance provided by a competent nurse 
familiar with the danger signals in this condition 
is of inestimable value in the treatment of 
laryngotracheitis. 

Prognosis.—The overall prognosis is good. Our 
mortality rate is relatively low (Chart II), but 


*Manufactured by Air Shields Inc., Hatboro, Pa. 
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a mortality rate, however low, still presents a 
challenge. In an effort to reduce these figures to 
zero, attempts to further earlier diagnosis, better 
methods of treatment and investigations as to 
etiology must be continued and are continuing. 
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ANTICOAGULANT THERAPY OF 
RECENT CARDIAC INFARCTION® 


C. R. BURTON, M.D., M.R.C.P., F.R.C.P.[C],+ 
Toronto 


THE RATIONALE of the use of anticoagulants in 
the treatment of cardiac infarction stems from 
several lines of evidence. The frequent occur- 
rence of mural thrombi and subsequent severe 
and often fatal embolism have been reported by 
a number of authors.'t¢?® The recurrence of 
cardiac ischemic pain with or without subse- 
quent evidence of fresh myocardial infarction is 
considered by many to indicate extension of the 
original thrombosis in the coronary artery tree. 
Venous thrombosis in the lower extremities with 
resultant pulmonary embolism is a_ constant 
threat to life in the patient confined to bed. 
Particularly is this a real danger in the patient 
who has suffered a recent coronary thrombosis, 
for increased coagulability of blood had been 
reported as shown by the heparin-retarded 
clotting test (Waugh & Ruddick test).*° Finally, 
anticoagulants sueh as heparin and dicoumarol 
administered to animals have been found to in- 
crease coronary blood flow.*? 

In 1938 Solandt and Best?? demonstrated that 
heparin could prevent coronary thrombosis ex- 
perimentally induced in animals. In 1939 
Solandt, Nassim, and Best?* showed experi- 
mentally that heparin prevented the develop- 
ment of mural thrombosis over an area of injured 
myocardium. They were first to suggest the pos- 
sibility of using anticoagulant to prevent the 
extension of coronary thrombi and the develop- 
ment of mural thrombosis underlying infarction. 

Sporadic clinical use of anticoagulants in treat- 
ing recent myocardial infarction was tried prior 
to 1945. Several reports then appeared with uni- 


*From the Department of Medicine, University of Toronto 
and the Medical Service, Toronto2General Hospital. 

+Associate in Medicine, Faculty of Medicine, University of 
Toronto; Attending Physician, Toronto General Hospital. 


formly favourable results.** ° 2° This led in 1946 
to the formation by the American Heart Associa- 
tion of the Committee for the Evaluation of Anti- 
coagulants in the Treatment of Coronary Throm- 
bosis with Myocardial Infarction. It was follow- 
ing the presentation of the preliminary report of 
this Committee*® by Irvine S. Wright in June 
1948 that the routine use of anticoagulants in 
such cases was instituted on the medical service 
of Toronto General Hospital. 


This report deals with the result of 503 consecutive, 
clinically-proven attacks in 488 patients admitted during 
the 4 year period mid-1948 to mid-1952. For comparison, 
a control group of 242 attacks in 240 patients admitted 
during the 5% year period 1947 to mid-1952 was 
studied; of these, 163 cases were admitted prior to mid- 
1948, when the routine use of anticoagulant therapy was 
begun. All patients who died within 48 hours after ad- 
mission were eliminated from both series. 


The anticoagulant administered was dicoumarol in 
345 cases, intramuscular heparin in 35 cases, phenyl- 
indanedione (Danilone) in 50 cases, cyclocumarol (BL5) 
in 52 cases, heparin and dicoumarol in 9 cases, heparin 
and phenylindanedione in 2 cases, heparin and cyclo- 
cumarol in 1 case, Tromexan (ethyl biscoumacetate) in 
7 cases, and Tromexan and later phenylindanedione in 
1 case. The majority of patients had an initial control 
prothrombin time, and, subsequent to the loading doses 
of anticoagulant, it was attempted to maintain the pro- 
thrombin time 2 to 24% times the simultaneous normal 
(usually 14-17 seconds), or between 10 and 30% of 
normal prothrombin activity. Anticoagulant dosage was 
canine by daily prothrombin times done by the Quick 
(one stage) method, or, in the case of heparin, by daily 
clotting times done by the Lee and White method 4 
hours after the morning dose. Anticoagulant therapy 
was continued until the patient became ambulatory. 

The usual contraindications to anticoagulants were 
observed, ¢.g., in patients with disturbances of the 
clotting mechanism, with peptic or other ulceration of 
the gastrointestinal tract, or with significant degrees of | 
liver damage; where increased capillary fragility was 
encountered; or where the potential danger of hzmor- 
rhage into a cerebral infarction existed. Vitamin K; or 
K; oxide 500 to 1,000 mgm. by mouth was found effective 
in restoring the markedly elevated prothrombin time to 
normal in a few hours when bleeding became trouble- 
some. Seldom was transfusion of whole blood necessary. 


The distribution of the treated and control 
groups according to sex in 4 age compartments 
is shown in Table I. The number of attacks end- 
ing fatally in each is indicated by the figures in 
brackets. It will be noticed that there is a higher 
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proportion of females in the older age groups, as 
is customarily found in large series of cases of 
cardiac infarction. Further, there is a signifi- 
cantly higher mortality amongst females. 

The mortality rate in the 503 anticoagulant 
treated attacks was 13.7% while that in the 242 
controls was 31.0%. These rates are comparable 
to those reported by Mills*® in Montreal of 13 
and 23.4%, by Wright*? from the American 


TABLE I. 





Treated group (22.6% females) 





























Under Mortality 
50 60-59 60-69 70+ Total rate 
Males........ * (5) |118 (16)}131 (17)|52 (11)/389 (49)| 12.9% 
Females...... 9 (0) | 27 (2)| 39 (6)|39 (12)|114 (20)| 17.5% 
Total... .| 97 (5) 1145 (18)(170 (23)|91 (23)1503 (69)! 13.7% 
Control group (33.9% females) ' 
ne Under Mortality 
50 50-59 60-69 70+ Total rate 
eaes sos ke 25 (3)| 41 (8)| 54 (17)|38 (15)|160 (43)} 25.6% 
Females...... 8(1)]} 11 (2)| 29 (10)|/34 (19)| 82 (82)} 39.0% 
Total.... 2. [33 (4) | 52 (10)| 83 (27)|72 (34)|242:(75)| 31.0% 





Heart Association Group of 16.0 and 23.4%, and 
by Gilchrist®? from Britain of 16.2 and 30.6% in 
the treated and control cases, respectively. How- 
ever, the marked difference in mortality rate be- 
tween the 13.7% of 508 treated attacks and the 
31.0% of 242 control attacks is more apparent 
than real, Analysis of these two groups reveals 
that they are not strictly comparable in the 
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factors which are known to increase the mortality 
rate during hospital treatment for an attack of 
cardiac infarction. The statistical probability of 
death from coronary thrombosis is materially 
influenced by such factors as age, sex, the 
presence of angina, previous infarction and pre- 
existing hypertension.** 

Age.—Fig. 1 shows the age distribution in the 
2 groups. The average age in the controls was 
63 years while that in the treated group was 58 
years. 
_ Sex.—Females constituted 33.9% of the con- 
trols, but only 22.6% of those treated with anti- 
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coagulant. Fig. 2 shows that this higher propor- 
tion of females in the controls holds for each age 
subdivision. When fatal cases are considered by 
themselves, it is seen from Fig. 3 that a higher 
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percentage of deaths in controls. were in older 
patients and from Fig. 4 that fatal cases in the 
controls had a higher proportion of females than 
did the treated group as might be expected from 
the higher proportion of females in the controls. 

Previous infarction.—Table II shows that 26% 
of the controls and 24% of the treated had suf- 
fered previous myocardial infarction. The 
mortality in initial attacks was reduced from 
28 to 12% while that in multiple attacks fell from 
40% in the control series to 19% in the treated 
group. 


TABLE II. 





INFLUENCE oF MULTIPLE INFARCTIONS 
ON;THE Morrauity Rate 








Treated Controls 
No. of initial 
attacks... . 382 177 
No. of multiple 
attacks. ... 121 (24%) 63 (26%) 
Mortality 


In initial attacks 
In multiple 
attacks.... 


(47 in 382) 12% 
(23 in 121) 19% 


(50 in 177) 28% 
(25 in 63) 40% 





Angina and hypertension.—Table III shows the 
effect of angina and of hypertension on the 
mortality rate in the 2 groups. The incidences) of 
angina (29 and 30%) and of hypertension (13 
and 14%) were almost identical in the 2 groups. 
There was some reduction in mortality in the 
treated over the controls. 

A striking feature, however, was the very 
marked reduction in mortality in the cases ex- 
hibiting neither angina nor hypertension in the 
anticoagulant-treated group. In the latter, 62% 
of attacks occurred in patients with neither 


_ angina nor hypertension with only 30 deaths 


(9.5% mortality). In the controls 66% of attacks 
occurred in this class with 50 deaths (88% 
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mortality). It seems likely that the beneficial 
effect of anticoagulant therapy in reducing 
mortality is most felt when neither angina nor 
hypertension is present, because of the marked 
suppression of thromboembolic phenomena in 
treated attacks (vide infra). 


TABLE III. 
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The. incidence of thromboembolic phenomena 
in the 2 groups is illustrated in Fig. 5. In the 
control group, 22% of attacks were characterized 
by 1 or more clinically-significant thrombo- 
embolic episodes. In the treated series 12.7% of 
attacks showed such phenomena, but on closer 





EFFrect oF ANGINA AND HYPERTENSION ON THE MortTAa.ity RATE 


























508 treated 242 controls 
No. Deaths Mortality No. Deaths Mortality 
er ee 63 15 24% 34 9 27% 
I oho oi baw ive Sse ns kept eaink A Clee 149 27 18% 69 19 28% 
Hypertension and angina.....................55. 23 3 13% 12 3 25% 
Total hypertension and/or angina........ 189 39 21% 91 25 27% 
Neither hypertension nor angina................. 313 30 9.5% 151 50 33% 





Table IV shows a similar incidence of 
diabetes (9% and 11%) in the 2 groups. In this 
series of attacks of cardiac infarction, diabetes 
was roughly 3 times as frequent in the females 
as in the males. There was a marked reduction 
in the mortality in the diabetic with recent in- 
farction treated with anticoagulant. 


TABLE IV. 





DIABETES IN CARDIAC INFARCTION CASES 


503 treated 242 controls 


Male diabeties.. 25 in 389 (6.4%) 11 in 160 ( 7.0% 
Female diabetics 21 in 114 (18.5%) 16in 82 (20%) 
Total diabetics.. 46 in 503 (9.1%) 27 in 242 (11%) 
Mortality 

Total diabetics.. 4in 46 (8.7%) 
Non-diabetics... 65 in 457 (14.2%) 
Total series..... 69 in 503 (13.7%) 





8in 27 (30%) 
67 in 215 (30%) 
75 in 242 (31%) 





scrutiny it was found that 3.2% were not on anti- 
coagulant at the time of the episode, 6.3% were 
not on adequate anticoagulant, and only 3.2% 
were considered to be under adequate control by 


‘anticoagulant at the time the episode occurred. 


Mills*® reported 9 and 18% thromboembolic 
episodes, Wright*! reported 10.9 and 26.0% in 
the American Heart group, while Gilchrist*®? re- 
ported 9 and 21.8% of cases showed thrombo- 
embolic episodes in the anticoagulant-treated 
and control series respectively. 3 

When recurrent cardiac ischemic pain was 
singled out, it was found to occur in 10% of the 
controls with evidence of extension of the 
original infarction or fresh infarction in 3.3%. 
Pain recurred in 5.3% of the treated attacks 
(only 2% while on adequate anticoagulant) 




















TABLE V. 
Sire oF INFARCTION 
508 treated 242 controls Total cases 
No. % Mortality No. % Mortality % Mortality 
PTET Sa: 84 «1 ests a eton 236 47 14% 120 50 27% 4 19% 
«atin isis deen ne eas 179 36 13% 82 34 28% 35 18% 
NE. Bo 2 Udit es eaten 20 4 10% 14 6 36% 5 20% 
NIAID. ne cbc ok Seo RRR 18 3.5 0 8 3 38% 3.5 12% 
INNS sg yc ee 13 2.5 23% 3 1 33% 2 25% 
Net iockiteed 8 es eS. 3 37 7 16% 15 8 70% 7 31% 
AME Fi ok artes sea 503 13.7% 242 31.0% 19.3% 





Table V shows that the site of infarction as 
determined by 1 or more electrocardiograms was 
roughly comparable: in the 2 groups. A reduction 
in mortality was present in all subdivisions. 





and there was evidence of further infarction in 
only 0.4%. 

Pulmonary embolism occurred in 8%. of con- 
trols and 3%..of treated (only 0.6%. while on 
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adequate anticoagulant). The only death directly 
due to embolism occurring while the patient was 
apparently under the influence of adequate anti- 
coagulant (in this case dicoumarol) was due to 
pulmonary embolism. 

Cerebral infarction was here considered ‘as a 
group since it was impossible to decide in many 
cases whether cerebral ‘softening was due to 
thrombosis or embolism (or to neither as seemed 
to be true in 1 case at necropsy). This occurred 
in 5.4% of the controls and 2.4% of the treated 
(only 1.2% while on adequate anticoagulant). 









THROMBOEMBOLIC _ PHENOMENA 


Re not on anticoagulant 
Ea on inadequate anticoagulant 
[-_]on adequate anticoagulant 


per cent. of Attacks 







total recurrent 
series pain 


pulmonary cerebral peripheral venous 
embolism infarction embolism thrombosis 


Fig. 5 








Peripheral (including visceral) embolism oc- 
curred in 3.7% of the controls and 2.4% of the 
treated (only 0.4% while on adequate anti- 
coagulant). 

Venous thrombosis in lower extremities was 
apparent in 2% of controls and 1% of treated, 
none of whom were on adequate anticoagulants 
at the time. 


TABLE VI. 





HMORRHAGIC COMPLICATIONS IN 5% 
oF.503 ANTICOAGULANT TREATED CASES 








MYA SOROSMERE fo cre ete oe ee 4 (cause of death in 2) 
BASINS 3 Fh a Ook 12 gross 

(prothrombin % excessively low in 7) 
Hematemesis................ 1 (from silent peptic 


ulcer) 
Blood im etodh 3. v4 6s. ee cs wanes 5 (transfusion in 1) 
(prothrombin % excessively low in 4) 
Subcutaneous hematomas.... . 
NAMIE isd og ws ins «0 
Hemorrhage into subpleural 
OED. eiscicaha/s, Habe aie res a 1 


Hemorrhagic complications occurred in 5% 
of anticoagulant treated cases (Table VI). They 
were considered the cause of death in 2 patients, 
both of whom were hypertensive and suffered 
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fatal cerebral hemorrhage while prothrombin 
was excessively depressed. Hemorrhagic epi- 
sodes occurred in 2% of the control series but 
resulted in no deaths. A history of bleeding was 
obtained in 6% of controls and resulted in anti- 
coagulants being withheld from treatment of 
their attacks. 


TABLE VII. 





Cause of death 508 treated 242 controls , 
1. Cardiac 62 (90%) 55 (75%) 
7 4 


Sudden death....... 20 14 
renner 32 35 
Heart block........ 1 1 
Ventricular 
tachycardia... . . 
Ruptured septum... 
2. Thromboembolism 
Pulmonary embolism 
Cerebral infarction. . 
Mesenteric embolism 
Renal embolism... . . 
Embolism to bifurca- 
tion of aorta.... 
Multiple embolism. .. 
3. Hemorrhage.......... 
A ONE Se, eecle ck 





(7.5%) 


| Pia acai | 
— 
m 0909 e | me 


S®eNe 
m D> W DO 





69 (13.7%) 75 (31.0%) 





Table VII lists the causes of death and 
demonstrates the marked reduction in fatal 
embolism from 25% of the 75 deaths in the con- 
trol group (8% of the control attacks) to 7.5% of 
the 69 deaths in the treated group (1% of the 
treated attacks). Furthermore, anticoagulants 
were adequate in only 1 of the 5 deaths due to 
embolism. Thus 1.5% of the deaths were due to 
embolism and only 0.2% of attacks ended fatally 
from embolism while the patient was under the 
influence of adequate anticoagulant. 

This series of cases was analyzed by the 
method of Russek et al.** These workers contend 
that the benefit from anticoagulant therapy in 
their so-called “good risk” cases is not com- 
mensurate with the expense and potential danger 
to the patient from interference with the clotting 
mechanism. In their series of “good risk” pa- 
tients they point out anticoagulant could be ex- 
pected to influence the outcome in about 1%. 
“Good risks” are those who during the first 24 
hours of admission exhibit none of the following: 
(1) Intractable pain, (2) more than mild shock, 
(3) moderate or gross cardiac enlargement, (4) 
gallop rhythm, (5) failure, (6) arrhythmia of 
serious nature, (7) previous infarction, (8) angina 
longer than 1 month, (9) hypertension, and (10) 
diabetes or other serious disease. 
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Table VIII shows that 31% of 500 treated 
attacks fell into the “good risk” category with 
2% deaths and 6% thromboembolism: 24% of 
242 control attacks were of this category with 
5% mortality and 11.5% thromboembolism. 
However, in the “poor risk” category the reduc- 
tion in mortality rate of 40% in the controls to 
19% in the treated and of thromboembolism 
from 24 to 15% (the majority of which were not 
adequately under anticoagulant influence at the 
time) seems much more significant. 


TABLE VIII. 





ANALYSIS OF SERIES BY MetuHop oF RuSssEK 





" 600 treated 242 controls 





“Good Tsk”... oc nc 156 (31%) 58 (24%) 
Reece ee 3 (2%) 3 (5%) 
thr-emb......2..... 6% 11.5% 

“Poor risk”’ iat 344 (69%) 184 (76%) 
TREND o.oo cone eee 66 (19%) 71 (40%) 
| 15% 24% 





Necropsy findings of interest in these cases are 
summarized in Table IX. 


TABLE IX. 





Necropsy FINDINGS 


503 treated 242 controls 
39 





Number 30 
Mural thrombus........ 13 (43%) 27 (69%) 
Embolism total......... 3 (10%) 24 (62%) 
clinically apparent... . 2 12 
Hemorrhage........... 5 (cause of 4 
death in 1) 
Rupture of myocardium.. 4 





CONCLUSION 


Anticoagulant added to the regimen of therapy 
for recent myocardial infarction is distinctly 
advantageous when administered under ideal 
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conditions of adequate daily control in a large 
general hospital. The lessened mortality rate and 
decreased incidence of thromboembolic phe- 
nomena applies to all categories, but is particu- 
larly apparent in complicated or “poor risk” pa- 
tients. Hemorrhage is not a serious threat to the 
outcome provided reasonable care is exercised 
in the selection of patients for, and the control of, 
anticoagulant. 
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THE TREATMENT OF 
ATHLETIC INJURIES?® 


NORMAN C. DELARUE, M.D., Toronto 


THE iNjuRIEs suffered by athletes in competition 
are found to affect primarily the soft tissues of 
the body, being represented almost entirely by 
lesions of muscles, tendons, and ligamentous 


*From the Department of Surgery, Toronto General Hos- 
pital. Presented at the Annual Meeting of the Canadian 
ae of Physical Medicine and Rehabilitation, June 
5, 





joint supports. Fractures are relatively uncom- 
mon and it is largely for this reason that in the 
past the treatment of these conditions fell into 
the hands of “trainers,” “rubbers,” “bone-setters” 
and other soft tissue therapists who, by their skill 
in handling soft tissue injuries, were able to 
accelerate the recovery of the patient and return 
him to competitive activity much sooner than 
the physician. This stemmed from the reliance 
the physician tended to place on the accepted 
procedure of resting the damaged part until 
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healing had occurred without attempting to alter 
the eventual outcome as it affected the elapsed 
time or the residual defect, by adopting physio- 
logical methods in dealing with the pathological 
state. 


It was not until the turn of the century that 
“team physicians” responsible for the care of all 
injured players were finally accepted as having 
their proper place in the management of these 
problems. Following the original demonstration 
at Harvard University that an interested medical 
appraisal with intelligent advice led to a remark- 
able: decrease in the number and severity of 
injuries during the season, it became common 
practice for all large universities to maintain 
medical departments responsible for the proper 
training and adequate protection of athletes, and 
early attention to all injuries. Despite the im- 
pressive improvement obtained in the overall 
picture, athletes as a group still tend to prefer 
the treatment of the trainer or other specialist in 
soft tissue therapy to that of the average phy- 
sician, for many a coach or trainer can still recall 
with horror the shrunken, weakened limb that 
resulted when the principle of rest was applied 
under the protection of a plaster cast. 

Nonetheless the team physician has a funda- 
mental niche in the success of the team, pro- 
vided he adjusts his consideration of any injury 
in the light of his team responsibility. The treat- 
ment of the injury, particularly in professional 
athletes, must be coloured by the fact that it is 
important both to the athlete and to the team 
that he be returned to useful participation in the 
sport at the earliest possible moment. This in- 
volves an intelligent appraisal of the injury, 
active therapy along physiological lines, and 
release for play only when there is no residual 
danger of aggravating the injury. Possibly the 
most important function of the physician lies in 
his determination of this end point, for if the 
athlete is returned too soon and recurrence de- 
velops then permanently weakened joint liga- 
ments or muscle tissue may result with unstable 
joints and limitation of sustained physical 
activity. As emphasized so many times in the 
past, “trick joints” that “give way” or “go out” 
are the dread of every athlete, and particularly 
those who earn their livelihood as a result of 
their physical prowess. At the same time, it is 
just as important that the medical advice be not 
over-cautious, for most seasons are short and 
even a few days extra invalidism, when one 
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wants to “play safe”, may do irreparable harm to 
the athlete’s training and the smooth function- 
ing of the team as a successful unit. 

The ideal arrangement implies one of the 
utmost confidence between management,. coach, 
and physician without undue pressure from the 
management, whose considerate interest will 
speed the recovery by spurring the efforts of both 
physician and athlete. The coach should be re- 
sponsible only for the athletic training and con- 
ditioning of the team, and the physician for the 
medical condition of each individual member. 

Probably in no other field of medical practice 
is prevention of injury so important not only to 
the patient but also in so far as it affects the 
other team members, upon whom additional 
strain is thrown in attempting to make up for his 
loss; the coach who must alter his plans and 
training arrangements to fit this man power 
shortage; the management, who are responsible 
for finding adequate replacements for a period 
of time that is often difficult to predict accur- 
ately; and of course the fans who expect and 
deserve the best performance that the team can 
produce working at peak efficiency. In order to 
effect this protection against injury all teams now 
undergo a rigorous training schedule before the 
playing season begins during which time care- 
fully selected exercises must be stressed for the 
specific purpose of strengthening muscles that 
will support those joints peculiarly susceptible 
to strain in the particular game being played. 
These exercises are carried out in addition to 
those which are designed to improve the general 
condition of the athlete, in the so-called “harden- 
ing-up process’. Taking hockey as an example 
of a body contact type of sport, it is particularly 
important in this period of training to perform 
quadriceps exercises in order to provide maxi- 
mum protection for the knee which is the joint 
most susceptible to injury in this high speed 
game. 

Proper treatment of the actual injury must be 
predicated on a sound appreciation of the patho- 
logical changes that develop as a result of the 
injury. Initially the tissue disruption is accom- 
panied by hemorrhage, followed, when the 
active bleeding has ceased, by the development 
of an inflammatory reaction in response to the 
damaged tissue and the extravasated blood. This 
is represented by local dilatation of vessels, 
infiltration of macrophages and inflammatory 
cells, and the development of tissue cedema due 





410 DeELARUE: ATHLETIC INJURIES 


in part to the lymphatic occlusion by debris in 
the interstitial spaces and consequent inability 
of the lymphatic channels to-drain adequately 
the collected exudate and tissue fluid transudate, 
which is present in addition to the accumulation 
of blood and the products of tissue autolysis. 
Very soon thereafter the area is invaded by 
granulation tissue as absorption takes place, and 
finally healing occurs with the development of 
scar with its resultant contraction producing 
limited elasticity of the involved tissue and weak- 
ness in response to strain. There are then four 
fundamental stages in these soft tissue injuries 
whether they be muscle strains or contusions or 





Canad. M. A. J. 
April 1954, vol. 70 


actual injury has an ideal opportunity of assess- 
ing the amount of damage at that time. Im- 
mediately upon receipt of the trauma protective 
muscles develop a reflex atonia, which the pa- 
tient is unable to control, and, in addition, the 
initial stunning of the sensory nerves in the 
vicinity is still present, so that manipulation pro- 
duces little discomfort. Consequently, a relatively 
painless straining of the torn ligament is pos- 
sible without efficient muscular resistance, and 
these two factors allow a better clinical testing 
of the integrity of the ligament than at any sub- 
sequent period in recovery. Once protective 
muscle spasm develops a local anzsthetic may 





Fig. 1 


Fig. 2 


Fig. 3 


Immediate pressure dressing in knee injuries. Fig. 1.—Horseshoe of 1 inch sponge rubber 


cut to cover suprapatellar pouch with lateral extensions to cover line of collateral ligaments. 
Pad of non-absorbent cotton in popliteal fossa. Two encircling strips of 3 inch elasticized 
adhesive bandage used to provide pressure, each crossing suprapatellar region running behind 
popliteal fossa and covering lateral extension of the sponge rubber pad on the opposite side 
of the knee, to be anchored on the calf below the knee region. This pressure dressing, may 
be immersed in ice water or bandaged in ice bags. Fig. 2.—Roll of non-absorbent cotton applied 
from below mid-calf to above mid-thigh. Fig. 3.—Compression applied to non-absorbent padding 
using two elastic bandages under the maximum tension compatible with preservation of 
circulatory requirements distal to the bandage. 


ligamentous sprains: (1) tissue damage and 
hemorrhage; (2) inflammatory reaction and 
swelling; (3) granulation tissue organization; 
and (4) scar production. 

Because the dangers of recurrent disability 
and muscle and ligament weakness depend upon 
the development of excessive scar, treatment 
must be designed to minimize the hemorrhage 
and inflammatory reaction so that there will be 
as little granulation tissue formed as possible. 
Nothing can be done, of course, to prevent the 
effect of the initial injury apart from making 
sure that further damage does not occur. 

Treatment must also be based upon a correct 
anatomical diagnosis and the team surgeon who 
sees the patient within a few moments of the 


well be necessary to allow a satisfactory exam- 
ination of the affected ligament. 

In treatment during the first stage, hamor- 
rhage can be best controlled by local pressure 
and by diminishing the blood supply to the 
involved part. This latter effect is accomplished 
by lowering the temperature locally, thus pro- 
ducing vasospasm at the site of the injury. As an 
additional precaution, of course, the area is rested 
to prevent further damage by unguarded move-. 
ments. Consequently, in the immediate therapy, 
pressure is applied to the point of injury as 
accurately as possible, utilizing 1-inch ‘sponge 
rubber maintained tightly in position by suitably 
applied strips of elastoplast under considerable 
tension. The entire part, including the’ pressure 
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bandage, is then immersed in water in which 
chunks of ice are floating, or if it is technically 
impossible to carry out this procedure ice bags or 
heavy towels with finely chipped ice are utilized, 
being held in place by a circular elastic bandage. 
The part is nursed in a position of comfort and 
relaxation and protected from sudden unguarded 
movements. | 

After maintaining the pressure and.ice applica- 
tions for thirty minutes to one hour the initial 
dressing is removed, and a similar pressure 
bandage applied under moderate tension, and 
this time with additional elastic compression over 
a copious amount of non-absorbent padding so 
that a considerable degree of pressure can be 
applied without cutting off the blood supply to 
distal parts of the limb. This type of bandage 
has the additional advantage of being sufficiently 
solid to provide adequate support to the injured 
muscle or joint so that further injury is unlikely. 
At this stage the affected part should be elevated 
in a further attempt to diminish the risk of 
continuing hemorrhage and increasing swelling, 
taking advantage of the reflex vasospasm that 
occurs. with gravitational venous emptying on 
elevation. , 

The compression bandage is maintained for 
24 hours, at which time the area is inspected and 
the degree of injury re-evaluated. It is usually 
unwise to give a definite opinion regarding the 
severity of the lesion until one has had. oppor- 
tunity of reassessing the damage sustained at 
this time. 

Once the hemorrhage has been thus con- 
trolled attention is directed to speeding the ab- 
sorption of the extravasated blood and the asso- 
ciated exudate and debris. This is accomplished 
by increasing lymphatic and vascular drainage 
from the affected part, and the methods of apply- 
ing local heat, massage, and graduated exercises 
are all designed with this end in view. Heat 
which acts by producing vascular dilatation in 
the tissue surrounding the damaged area is prob- 
_ ably best applied in the whirlpool bath, combin- 
ing as it does the advantages of moist heat and 
gentle massage. But if this form of heating is 
unavailable shortwave diathermy may be used 
as a satisfactory alternative. 

Massage accomplishes the same purpose of 
producing vascular dilatation as does the applica- 
tion of heat, but it has one distinct advantage in 
that it disperses the effusion and debris that is 
occupying the tissue spaces in the swollen area 
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by actual manual effect. This movement of the 
various constituents of the reactionary process 
into the more normal adjacent tissue allows them 
access to functioning lymphatic channels and 
dilated vascular channels through both of which 
absorption may proceed more rapidly. In this 
acceleration of the absorption process it is im- 
portant to remember that gentleness is essential. 
During the first 48 hours after the injury both 
heat and massage should be confined to the 
tissues surrounding the actual local area of injury 
to prevent stimulation of further bleeding, or the 
production of additional trauma. After the third 
day, these treatments may be applied directly to 
the damaged area and the consequent dispersal of 
the swelling accomplished with increasing speed 
and efficiency. It cannot be stressed too strongly 
that at no time during this period should the 
massage be vigorous or painful, for this merely 
produces more damage and accomplishes no use- 
ful purpose, only serving to prolong the period 
of disability unnecessarily. 

Muscle exercises similarly aid in the absorp- 
tion of the debris, probably to a degree which 
has not been generally appreciated previously. 
It has been realized for a long time that normally 
venous blood and lymph gain egress from both 
upper and lower limbs largely as a result of the 
expressing effect of muscle massage within the 
relatively rigid confines of the deep fascia. Simi- 
larly, in the area of injury, once the dispersal 
effected by local massage has taken place, this - 
emptying of the draining lymphatics and to a 
lesser extent the venous tree by active muscle 
exercise will appreciably hasten the disappear- 
ance of the inflammatory reaction. This muscle 
activity has the added advantage of producing 
further massage at the actual site of trauma and 
thus further dispersal of the components of the 
swelling. Not only will these exercises play their 
part in relieving the swelling but they will also 
help to maintain the tone and strength of the 
muscles in the vicinity of the injury. Ordinarily 
complete rest in a plaster support allows the 
muscle, originally in spasm as a result of the 
injury and the guarding necessary to’ prevent 
aggravation of pain with any movement, to be- 
come atonic.and develop a rapidly progressive 
atrophy, so that when the plaster is removed the 
essential protection afforded by a healthy strong 
supporting musculature is lacking and re-injury 
is possible without a lengthy period of exercise 
and re-education of the involved muscle. 
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A bulky compression bandage such as that 
described above provides sufficient support to 
prevent further injury and has the advantage of 
allowing a slight amount of early movement 
with the possibility of daily removal for the ap- 
plication of heat and massage and supervision of 
graded muscle exercises. Nothing stimulates 
more intense effort on the part of an intelligent 
athlete, highly motivated towards an early re- 
covery, than the opportunity of seeing for him- 
self the progress that is occurring. This provides 
an appreciation on his part of the underlying 
principles of treatment, which is absolutely im- 
possible with plaster immobilization. It remains 
a fundamental aphorism that the use of plaster 
has no place in the treatment of these soft tissue 
injuries of athletes. 


It is important also to remember that while the 
damaged part is under treatment there is no 
contra-indication to maintaining the general 
physical fitness of the athlete and the strength 
of muscles not specifically involved in the injury. 
Consequently, tension and resistance exercises 
are prescribed for limbs not incapacitated while 
he is confined to bed, and as soon as the patient 
is ambulatory a more vigorous regimen is insti- 
tuted. If for instance the upper limb is affected 
running will keep the legs in condition and 
maintain the reserve that has been built up dur- 
ing the previous training schedule. 

A recent adjunct to our armamentarium, in 
the availability of the “spreading factor” hyalur- 
onidase in commercial preparations, gives 
promise of proving of invaluable aid in handling 
the more serious of these ligamentous sprains and 
muscle strains or contusions. With.recognition of 
dispersal of the inflammatory exudate as a funda- 
mental factor in the healing process hyaluroni- 
dase would seem to represent an ideal agent in 
helping to accomplish this purpose. It has been 
felt that it should not be used in the first 24 to 
48 hours after injury when there is any possibility 
of further hemorrhage and because there ap- 
pears to be a tendency for reactionary oedema 
to develop subsequently distal to any constrict- 
ing bandage if it is used during the phase of 
acute swelling. However, if on reassessment of 
the injury 24 to 48 hours later, there is an ap- 
preciable degree of swelling despite the early 
application of cold and compression, the 
eventual scarring can be minimized by the addi- 
tional use of this spreading factor. Ordinarily ap- 
proximately 20 to 30 c.c. of solution (usually 
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14% local anesthetic because of its painless use) 
is made up containing one ampoule of a com- 
mercial preparation of hyaluronidase, and this 
solution is injected directly into the central area 
of the swelling. The remarkable regression that 
may occur is so striking as to be almost un- 
believable particularly in superficially situated 
lesions, such as ligamentous sprains. In muscle 
contusion or strain the obvious change is less 
apparent, but the subjective improvement sug- 
gests that a similar relief of tension occurs and 
the continued use of these preparations seems 
warranted. If minimal swelling is present after 
the initial treatment, however, it is not felt that 
solutions of this kind will further accelerate the 
recovery and reliance is placed on the use of 
heat, massage and exercise alone. 


In an injury of average severity a period of 
10 days to 3 weeks will see recovery proceed 
to the point where it is considered safe to allow 
the athlete to return to team activity. During the 
latter part of the convalescence weight bearing 
in leg injuries, and resistance exercises in arm 
lesions, play an important role in bringing the 
tone and strength of involved or protecting 
muscles back to normal levels. When walking, 
the affected muscle or joint must be protected 
from additional insult, and in injuries to the 
medial collateral ligament of the knee for in- 
stance the patient is given an elastic supporting 
bandage for the knee, a protective internal heel 
lift of wedge type, and instructed to walk stiff- 
legged until recovery is complete. Similar sup- 
porting bandages can be utilized for other joints 
and resistance exercises are arranged in both 
upper and lower limbs, so that undue motion 
does not occur at the damaged joint, or produce 
undue stretching of the affected muscles, 


Upon return to the game the injured area must 
be protected from further harm particularly in 
body contact sport and this necessitates the use 
of adhesive strapping, such as that discussed 
subsequently for ligament injuries at the knee. 
The elastic bandages used for compression in 
the early stages of recovery whether they be of 
bandage or adhesive type do not afford sufficient 
strength and support in the degree of tension 
which is safe to use, especially if the limb is to 
be encircled. If excessive tension is allowed the 
distal structures may show the effects of vascular 
occlusion (swelling, cramps, and easy fatigu- 
ability ) and if the elasticised adhesive is applied 
directly to the skin as is essential for any effec- 
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tive support, skin irritation with blistering is very 
likely to result. 

In applying the protective strapping the ad- 
hesive must actually provide support for the 
scarred area, and if straining the ligament or 
muscle under the strapping produces actual pain, 
or if sufficient mobility is allowed in the direction 
in which the original damage was produced to 
allow aggravation of the injury, then the support 
is not satisfactory. A poorly or improperly ap- 
plied strapping is worse than useless, because, 
not only does it not perform its express function, 
but it may actually increase the likelihood of 
additional trauma by making the semi-supported 
joint stiff and awkward, lacking the normal 
smooth functioning of the joint, the supporting 
ligaments, and the protecting muscles in response 
to strain. 

In very minor ligamentous injury, particularly 
of the knee and ankle, when the clinical examina- 
tion performed initially or under local anesthesia 
shows no instability of the joint or weakness of 
the ligament, the diagnosis of a partial tear being 
made, it is possible to allow weight-bearing im- 
mediately the swelling has been controlled and 
the danger of additional hemorrhage has abated. 
In adopting this more active regimen pain is con- 
trolled by injection of local anzesthetic usually 
in 1 to 2% strength directly into the area of 
tissue disruption and the other methods of sup- 
porting compression, heat and massage utilized 
to the full. The relief of pain allows weight- 
bearing exercises and these produce the most 
efficient and most physiological massaging action 
of the functioning muscles that is. possible, so 
that dispersal and absorption of the accumulated 
blood, debris and effusion is performed more 
rapidly, thus accelerating the eventual recovery 
and minimizing the residual disability. In this 
type of injury it is permissible to allow the 
athlete to continue participating in the game 
wearing a very carefully applied adhesive pro- 
tective strapping during play. The area involved 
is injected with local anesthetic in 2% strength 
before applying the strapping, and usually a few 
drops of 1/1,000 adrenaline solution are added 
to the anesthetic preparation to delay its 
absorption thus prolonging the anesthesia for 
the full period of the game. Although hyaluroni- 
dase will produce more rapid relief of pain im- 
mediately, with considerably greater ease of 
administration due to the fact that it is not so 
important to place the needle accurately in the 
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actual area of damage with the use of this 
spreading factor, the rapid diffusion of the solu- 
tion allows the effect to wear off more quickly 
and frequently long before the end of the game. 
Compensation for this diffusion effect is ap- 
parently only partially provided by the addition 
of adrenaline to the solution. Thus replacement 
of the strapping as well as a second injection of 
anesthetic may be necessary, both of which ad- 
ditional factors produce unnecessary delays in 
the athlete’s participation in the game. At this 
stage in treatment it is felt that there is no indi- 
cation for the use of hyaluronidase and that the 
enzyme should not be used merely because it 
makes it easier to induce anesthesia. 


Braces and protective appliances have been 
designed in a variety of forms, none of which 
approach in flexibility or support the protection 
afforded by adhesive strapping properly applied. 
Apart from the very necessary protection pro- 
vided by modern uniforms, helmets, shoulder 
pads, kidney pads and so on, which are all 


scientifically designed to protect the athlete from 


the effects of local contusion, specialized braces 
which are made rigid enough to prevent twisting 
injury do not permit an adequate freedom of 
joint motion, so that it is very seldom that they 
have any place in the treatment of an athletic 
injury. Occasionally with wrist injuries, in which 
rigid support is desired, a leather gauntlet ex- 
tending from the proximal palmar skin crease to 
the upper forearm, lacing up the back, and in- 
corporating a rigid cock-up metal splint approxi- 
mately 1l-inch in width on its volar aspect, may 
be utilized, as it will prevent flexion, extension 
and lateral bending of the wrist whilst permitting 
rotation at the radio-ulnar joint and allowing a 
firmer grip to be applied to any stick used in the 
game. Then too in preventing undue abduction 
of the shoulder after glenohumeral dislocation 
an armlet attached to the body by encircling 
straps may prove useful and easier of application 
than a similar restricting device made of ad- 
hesive. Apart from these two conditions there are 
almost no indications for the use of manufactured 
supports in the treatment of sprains, strains or 
contusions. 

Because the knee is the joint most frequently 
injured in active sports the accompanying illus- 
trations are presented demonstrating the applica- 
tion of the above principles to the treatment of 
ligamentous injuries of this joint. In knee joint 
lesions a complete examination includes an 
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evaluation of the integrity of the collateral and 
cruciate ligaments, testing for cartilaginous tears 
and displacements and the presence of synovial 
effusion or hemarthrosis, with a final assessment 
of the functional activity of the quadriceps and 
hamstring musculature. The diagnosis of muscle 
and ligamentous damage is usually fairly 
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straightforward, but it is important to realize 
that an accurate determination of the presence 
or absence of cartilage tears of minor type is 
often very difficult indeed. It is the exception 
rather than the rule for one to encounter a 
bucket-handle displacement as the result of a 
sudden severe injury with a textbook story of 





Protective adhesive strapping following medial collateral ligament injuries. Fig. 4. (Stage 1). 
—Leg shaved from mid-calf to mid-thigh and skin covered with protective coating of 
tincture benzoin co, Knee flexed 25 to 30 degrees with tibia held in position of maximum 
internal rotation preferably: by assistant grasping ankle and lower tibial regions. Strips of 1% 
or 2 inch adhesive applied as demonstrated extending from lateral margin of patella to medial 
hamstring tendons at joint level. On straightening knee and relaxing internal rotation the 
adhesive bands, and particularly the important posterior components, became taut over the 
area of ligamentous injury. Fig. 5. (Stage 2).—Sponge rubber pad 3 inches in width covering 
popliteal fossa between posterior limits of both collateral ligaments anchored by split ends 
of a 3” adhesive band backing the pad. The anchoring bands must not approach within 1 inch 
of the upper and lower margin of the patella but are at least 12 to 14 inches in length in 
order to stabilize the ends of the original adhesive bands over the medial collateral ligament. 
Fig. 6. (Stage 3).—Additional strips of 1 inch adhesive (black in photograph) applied to 
strengthen strapping and stabilize knee generally. Four strips, used as shown, beginning at 
upper end of original strapping crossing above patella and then behind popliteal region to pass 
around inner aspect of leg below patella ending at mid-lateral point of upper \calf. Fig. 7.. 
(Stage 4).—Second stabilizing band of four 1 inch adhesive strips applied as already described 


but in opposite direction. 
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locking, and much more frequently the subjec- 
tive complaints are vague and poorly described, 
being represented by recurrent discomfort along 
the inner side of the joint with a sensation of 
weakness or “giving-way” of the joint on certain 
movements. The frequency of these less exten- 
sive but nonetheless debilitating injuries stems 
from the fact that recurrent minor external rota- 
tion abduction strains of the knee joint may 
loosen the marginal attachment of the medial 
cartilage, allowing abnormal displacement of the 
cartilage towards the intercondyloid region so 
that:‘on subsequent strains of similar type the 





Protective adhesive strapping following medial collateral 
ligament injuries. Fig. 8. (Stage 5).—Adhesive strapping 
covered by pliable elastic bandage under moderate tension 
—— smooth application of adhesive to underlying 
skin. 


cartilage comes to lie between the weight- 
bearing surfaces of the femoral and_ tibial 
condyles. If the external rotation abduction 
stress now occurs during weight bearing the free 
margin of the cartilage may be caught between 
the condyles and a marginal tear results, this 
type of lesion being most commonly encountered 
towards the posterior horn of the cartilage. Often 
synovial effusion may be the first evidence of 
this abnormal mobility of the cartilage and 
should put one on guard regarding the possi- 
bility of future cartilaginous damage. 


The medial collateral ligament is the support- 
ing structure of the knee joint most commonly 
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injured and has been chosen for illustration. 
All grades of damage may be produced from 
partial tears without any instability, to complete 
ruptures with gross instability detected on physi- 
cal examination by the peculiar “clunking” sensa- 
tion as the medial femoral and tibial condyles 
are rocked apart on abduction straining of the 
fully extended joint with opening up of the 
medial compartment. In partial tears external 
rotation with the knee flexed about 30 degrees 
is the most delicate test for tissue damage, pro- 
ducing sharp, well localized pain at the site of 
the tear. Even when gross instability is detected 
there is no indication for surgical exploration un- 
less an associated cartilaginous injury is sus- 
pected. Provided conservative treatment, as out- 
lined above, is continued for a sufficient length 
of time (8 to 10 weeks) healing takes place and 
complete stability is recovered once the quadri- 
ceps power has been restored with a continuous 
regimen of exercises of graduated type. The 
athlete returns to competitive activity more 
quickly when handled conservatively than when 
surgical repair of the damaged ligament is car- 
ried out, due to the necessity in these cases for 
plaster immobilization in the postoperative 
period. The cruciate ligament injury that accom- 
panies complete medial collateral ligament tears 
can be fully masked by a powerful protective 
quadriceps muscle and has not prevented par- 
ticipation in body contact sport even when the 
weakness can be detected clinically in the pres- 
ence of relaxation of the quadriceps musculature. 

In the case of the knee joint probably more 
than with any other joint injury the eventual 
recovery depends to a large degree on the sup- 
port afforded by a strong quadriceps muscle. 
Consequently, tension exercises are begun at 
once, regardless of the nature of the injury, and 
graduated activity prescribed as the inflamma- 
tory reaction subsides, commencing with straight- 
leg raising, finally with resistance, and progress- 
ing to knee-bending exercises again eventually 
with resistance. As soon as possible when local 
discomfort. permits and stability is assured walk- 
ing exercises are allowed initially with a stiff 
knee, additionally supported by an elastic band- 
age, and as soon as possible in normal fashion. 
Once the protection afforded by the stability of 
the completely extended position is discontinued 
it is wise to prescribe a 3/16” inner heel wedge 
to protect the damaged ligament against sub- 
sequent abduction strain. The protective strap- 
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ping illustrated in the accompanying pictures is 
specifically designed to afford resistance to 
further external rotation abduction strain before 
the stress is applied directly to the previously 
injured ligament and should be worn during all 
competitive activity of strenuous type for a 
period of ten days to three weeks after clinical 
appraisal has adjudged that healing has occurred 
and joint stability been recovered. 


SUMMARY 


1. The physician who accepts responsibility in 
dealing with athletic injuries must adopt methods 
of therapy designed to accelerate recovery and 
enable the athlete to retum to competitive 
activity at the earliest possible moment. 

2. He has the additional responsibility of en- 
suring that healing has progressed to the point 
at which no increased tendency to recurrence or 
aggravation of the injury will persist when the 
athlete re-enters competition. 

3. The principles of therapy of these soft tissue 
injuries depend upon an appreciation of the 
four fundamental stages in the development and 
healing of the traumatic lesion. (1) Tissue disrup- 
tion and hemorrhage. (2) Inflammatory reaction 
and swelling. (3) Granulation tissue organization. 
(4) Scar contracture. 





Canad. M. A. J. 
April 1954, vol. 70 


4. The amount of eventual scar produced de- 
termines the degree of weakness and instability 
that may persist and consequently treatment is 
designed to diminish the scar tissue production 
by limiting or dispersing the area of swelling 
that is eventually replaced by granulation tissue. 

5. This is accomplished by control of heemor- 
rhage and acceleration of the absorption and 
dispersal of the components of the reactionary 
swelling. 

6. On return to the sport the damaged muscle 
or ligament must be protected from further 
injury by adhesive strapping properly applied. 
There is very little indication for the use of pre- 
pared splints and braces. 

7. The methods described are illustrated by 
photographs demonstrating their application in 
the treatment of injuries to the medial collateral 
ligament of the knee joint. 

8. The fact that intelligent athletes highly 
motivated in their desire to return to the game, 
and deeply aware of the dangers to their career, 
inherent in the development of scar weakening 
of muscles and ligaments, often prefer the treat- 
ment of “rubbers,” “trainers,” and other soft 
tissue therapists to that of the average physician, 
suggests that a reappraisal of treatment by rest 
alone is indicated. The value of active therapy 
cannot be over-emphasized. 





CORONARY EMBOLISM WITH 
UNUSUAL FEATURES?” 


HAROLD N. SEGALL, M.D., F.A.C.P. and 
MORTIMER HARRIS, M.D., Montreal 


THE PATIENT whose case is being reported pre- 
sented a rare combination of phenomena, The 
autopsy confirmed the clinical diagnosis of non- 
bacterial emboli to cerebral, femoral and coro- 
nary arteries. There-was clinical evidence indica- 
tive of rheumatic heart disease with button-hole 
type of mitral stenosis and slight aortic stenosis 
and insufficiency. The terminal illness was due 
to coronary artery ambolism and was preceded 
by events which at first strongly suggested 
subacute bacterial endocarditis; then the clinical 








*From the Departments of Medicine and Cardiology, 
Jewish General Hospital, Montreal, Canada. 





evidence favoured the view that a non-bacterial 
thrombus was the source of emboli. 

In 1936 Louis Gross? and Charles Friedberg 
analyzed 47 cases of non-bacterial thrombotic 
endocarditis; only two of these showed rheu- 
matic valvular disease. In 1951 Raymond Daley’ 
and his associates analyzed 194 cases of rheu- 
matic heart disease in which systemic embolism 
occurred 393 times; not one of these had 
coronary artery embolism. These cases were ob- 
served by Paul D. White and Edward F. 
Bland between 1923 and 1950. Fifty-one cases 
of mitral stenosis in which there were mural 
thrombi were reported by Jordan‘ and associates 
in 1951; embolism occurred 96 times: in this 
group and there was no single instance of coro- 
nary artery involvement. The subject of coronary 
embolism was well reviewed by Louis Hamman* 
in his Lewis A. Conner Lecture in 1940, He 
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remarked that, “In the index of the pathologic 
records of Johns Hopkins Hospital the diagnosis 
of coronary embolism appears for the first time 
in 1931. During the nine succeeding years the 
diagnosis has been entered ten times.” In this 
lecture he analyzed 40 cases, 19 recorded in the 
article by Otto Saphir® (1932), 11 found in the 
literature published between 1932 and 1940 and 
10 observed at Johns Hopkins Hospital. Mor- 
agues® and associates recently reported the case 
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of a 43 year old man who lived for two months 
after embolism of the anterior descending branch 
of the left coronary artery; the embolus con- 
sisted of a calcific mass which arose from the 
calcified, stenosed aortic valve. These authors 
mention four reports of coronary embolism sub- 
sequent to Hamman’s review of the literature. 
The patient we observed is the only one in our 
experience in which the clinical diagnosis could 
be made and the only one to be found in the 
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Fig.1.—Heart sounds and murmurs described by quantitative symbols written while listening. 
The principles of the method are illustrated in the upper chart. Loudness is described by the 


ordinate and duration along the abscissa. The sounds are represented by rectangles. 


The 


murmurs are described by waves of vertical lines, rather widely separated for low pitched 
rumbling murmurs and closely packed for high pitched blowing murmurs. The standard normal 
sounds for each of the five precordial areas over which the stethoscope is placed are printed 
faintly and the symbols for the sounds and murmurs in the given case are written over these 
standard symbols. An arbitrary scale guides in depicting heart rate. Symbols on the side 
representing diaphragm and bell stethoscope chest pieces show which was used at each area. 

The lower chart shows what was heard in this case on April 1, 1938. Note the first sound 
at apex is louder and the second sound less loud than the normal. The systolic murmur is coarse, 
low pitched and loudest at the aortic area, but it does not mask the first sound. No systolic 
murmur was heard at the apex in the dorsal and left lateral recumbent postures and only a 
short faint early systolic murmur was found in the sitting posture. The blowing aortic diastolic 
murmur was heard immediately after the second sound along both borders of the sternum and 
was loudest near the fourth intercostal space, It was not, heard at the apex where there is an 
interval of quiet between the faint second sound and the heginning of the decrescendo phase of 
the mitral diastolic murmur; this was followed by a brief interval of quiet, then the crescendo 
presystolic phase of the mitral diastolic murmur was heard. The second sound was everywhere 
somewhat less loud and shorter than the normal and was not split, nor was there a third 


sound or opening snap of the mitral valve. 


The relative loudness and duration of the sounds and murmurs at each of the five areas of 
auscultation are best depicted by the symbols which provide more details than could be seized if 


the description were made with words. 
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autopsy records of our hospital (1934-1952, 1,753 


autopsies ). 


CasE REPORT 


Our patient was born in Lithuania in 1908 and had 
rheumatic fever there at ten. He came to Canada in 
1929. He was first told he had a heart murmur at seven- 
teen; tonsillectomy was done in 1934 and appendectomy 
in 1937. He was first seen by one of us (H.N.S.) in 
1938: a decrescendo-crescendo murmur of button-hole 
type mitral stenosis and systolic and diastolic murmurs 
of slight aortic stenosis and insufficiency were heard 
(Fig. 1). He complained of some fatigue and rheumatic 
aching when the weather changed. He continued as a 
clerk in a grocery store in Glace Bay, N.S., but avoided 
heavy lifting. In 1944 he required treatment for urethral 
and prostatic gonococcal infection. 

In March of 1946 occasional brief episodes of vertigo 
caused him to consult a neurologist who found no sign 
of central nervous system disease; there was some 
nystagmus only in recumbent posture and aural ee 
was sus aaea and treated. On July 29, 1946, he 
awakened in the morning unable to speak, his right arm 
was very weak, and he had left parietal headache. 

With this evidence of probable cerebral embolus he 
was admitted to the Jewish General Hospital for study 
and treatment of bacterial endocarditis. However, the 
clinical pattern of body temperature, hamograms, four 
negative blood cultures in 17 days, a negative culture 
of urine, constancy of heart sounds and murmurs, absence 
of splenic enlargement and of recurrent embolic 
phenomena made S the decision that he was not suffer- 
ing from bacterial endocarditis. It was assumed that an 
embolus from a non-bacterial thrombus in the left auricle 
had caused the partial hemiplegia which lasted only a 
few days leaving faint traces such as some numbness of 
the right side of the face and slight difficulty in articula- 
tion. 





Prothrombin 





time of 

Date Normal patient Dicoumarol 
Oct. 8 15 sec. 34 sec. none 
Oct. 11 15 “ 22 100 mgm. 
Oct. 13 15 “ 20 “ 100 mgm. 
Oct. 18 20 “ 24 “ 200 mgm. 
Oct. 22 20 ‘ _ 200 mgm. 
Oct. 25 25 “ 44 “ none 
Oct. 29 30 ‘ 7 none 





About seven weeks after the cerebral embolism, he 
became acutely ill with evidence of an embolus in the 
right femoral artery between the inguinal and popliteal 
regions. He was admitted to the Jewish General Hos- 
pital an hour after the earliest symptom, a sense of tired- 
aess of the right leg, had appeared on September 20, 
1946. Preparations for embolectomy were complete when 
he arrived; consultation with the surgeon, Dr. Mark 
Kaufman, as we observed the effect of a spinal anzesthetic 
led to the decision that operation should be postponed 
because he showed signs of probable recovery without 
embolectomy: Whereas the leg and foot had been 
blanched and cold, they began to regain normal colour 
and temperature. He had also received papaverine intra- 
venously. Then dicoumarol was administered so as to 
maintain the prothrombin time at about double the 
normal; this was continued during the two weeks of his 
stay in hospital and maintained after his discharge. The 
following schedule of prothrombin time estimations and 
dicoumarol administration was followed during con- 
valescence at home. 

During the four days until November 3 he received 
no dicoumarol, and prothrombin time estimations were 
not done as he remained in bed at home recovering from 
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what appeared to be mild influenza with occasional 
chills and fever to 101° on one occasion, October 19, and 
to 99° on October 30. No clinical or x-ray signs of 
pulmonary disease could be found. 

On November 3, he awoke at 8.00 a.m. feeling 
nauseated; he went to the bathroom, vomited, and had 
a loose stool and became very weak, felt he was “passin 
out”, he groaned so that his sister heard him. She foun 
him conscious, but very pale, exhausted, perspiring and 
pointing to the front of his chest where he said he had 

ain. At 8.30 am., H.N.S. saw him at his home; he 
ooked very ill, pale and perspiring, skin cold, B.P. 50/40; 
heart sounds at apex, a loud systolic murmur replacing 
the first sound, no presystolic murmur, normal secon 
sound (Fig. 2); electrocardiogram showed _ bizarre 
aberration of y sabe complexes suggestive of occlusion of 
the anterior descending branch of the left coronary 
artery with infarction of left antero-lateral wall and 
interventricular septum. During the half hour which 
elapsed between recording this tracing and developing 
the film, we thought of ball valve thrombus in left auricle, 
pulmonary embolism and coronary embolus. This electro- 
cardiogram and another recorded two and a half hours 
later left little doubt of the existence of extensive infarc- 
tion of the anterior ventricular wall and interventricular 
septum. The previous illness and the failure to find 
evidence of bacterial endocarditis led to the conclusion 
that a thrombus in the left auricle was the source of the 
emboli and that this latest embolus had lodged in the 
anterior descending branch of the left coronary artery 
very near its origin. 

The patient remained in shock. He received adequate 
sedation and intravenous coramine and aminophylline for 
severe dyspnoea, which was the most distressing and 
constant symptom; moist alveolar and bronchial rales 
appeared in the second hour over both lower lobes and 
increased in extent and number as cyanosis became more 
and more intense in spite of his remaining in an oxygen 
tent. Occasionally he complained of pain in the left sub- 
costal region and in the epigastrium. He perspired pro- 
fusely from time to time. In the last few hours of life 
the abdomen was distended and tender; mesenteric 
arterial emboli were suspected. On one occasion, about 
three hours after the acute onset, a short superficial 
murmur which accompanied the first sound was detected 
and pericarditis was suspected. This murmur was not 
heard again during subsequent examinations. He died 
about 19 hours after the onset of this acute illness. Had 
death been instantaneous the embolus would have been 
visualized in the mouth of one of the coronary arteries. 

The clinical diagnosis recorded before the autopsy was 

erformed was as follows: rheumatic heart disease, 
utton-hole mitral stenosis, slight aortic valve stenosis 
and insufficiency, left auricular enlargement with throm- 
bus in left auricle, old embolus in right femoral artery, 
recent embolus in anterior descending branch of left 
coronary, lodged near its origin with myocardial infarc- 
tion of left antero-lateral ventricular wall and _inter- 
ventricular septum, passive congestion of liver, pulmo- 
nary oedema? pericarditis? recent emboli in branches of 
mesenteric artery? recent verrucous mitral endocarditis. 

The post-mortem examination was made by Dr. M. 
Simon and Dr. J. Fedder and the summary of their 
observations is as follows: embolic occlusion of mouth 
of left coronary ostium with recent myocardial infarction 
of left ventricle and interventricular septum; massive 
mural thrombus on anterior mitral valve leaflet: rheu- 
matic pancarditis with mitral stenosis and insufficiency 
and aortic stenosis; remote and recent infarcts of kidneys; 
chronic passive hyperemia of viscera; hydrothorax, 
bilateral; cardiac hypertrophy; generalized arterio- 
sclerosis, slight; haemangioma, left cerebral cortex; surgi- 
cal absence of appendix, accessory spleen. 

The main features of the heart were moderate dilata- 
tion of right ventricle with hypertrophy of its wall; great 
dilatation of the left auricle and hypertrophy of its wall, 
with wrinkled endocardium most pronounced on_ its 

osterior wall. The mitral valve, as seen from above, 
Sakon the valve ring was opened, presented a diaphragm 
in which there was a patent opening only in its most 
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lateral portions. The remainder of the slit-like orifice was 
occluded by an elevated, mottled, firm, red and grey 
mass, 25 x 18 mm., which seemed to arise from the 
junction of the anterior and posterior leaflets and to grow 
up on to the auricular endocardium. As seen from below, 
the valve opening was oval and measured about 20 x 8 
mm. and most of it was occluded by the thrombotic mass. 
After the calcified valve was cut, it was seen that the 
thrombus was firmly attached near the point of fusion 
of the two cusps and lay chiefly over the anterior cusp. 
Section through the thrombotic mass showed extensive 
areas of calcification: microscopic examination revealed 
no bacteria. 

Following is a verbatim description of the patholo- 
gist’s observations with respect to the coronary arteries: 

“Upon opening the heart upon the left aspect of the 
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interventricular septum the mouth of the left coronary 
ostium was accidentally cut tangentially. It was im- 
mediately noted that a small, conical shaped mass of 
tissue of a mottled, red and grey colour measuring 14 x 7 
mm. lay loose in the sinus of Valsalva of the left coron 

ostium. This conical shaped fragment of tissue is enact 
and grossly resembles in some respects the material de- 
scribed on the mitral valve. Microscopic sections of both 
this material and of the conical fragment show typical 
thrombus formation in which red and white blood cells 
are enmeshed in fibrin. In some areas the fibrin has be- 
come hyalinized and has undergone focal calcification. 
Coronary arteries: section through the left anterior de- 
scending ramus reveals a vessel in which the lumen is 
slightly eccentric and an occasional yellow, atheromatous 
plaque is noted in the wall but the intimal surface is 
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Fig. 2.—The heart sounds and murmurs changed somewhat in the course of the eight years, 
1938-1946, as shown in the record of what was heard on October 25, 1946. The aortic systolic 


murmurs have almost entirely disappeared. There is a “right split’ 


of second sound along both 


borders. of the sternum. The decrescendo-crescendo murmur of mitral stenosis is longer and 
louder; the crescendo phase is heard in the sitting posture at the apex and over all areas of 
auscultation except the aortic. These new signs were interpreted as evidence of an increase 
in degree of mitral stenosis and a change in shape of the aortic valve which resulted in almost 
total disappearance of the murmurs related to it 

At 8.30 a.m. on November 1946, half an hour after embolism of the left coronary artery 
a striking change in the sounds and murmurs appeared. The chart of symbols shows 
disappearance of the mitral diastolic murmur, persistence of a trace of the aortic blowing 


diastolic murmur at left border of sternum; 


at the apex the systolic murmur, probably 


tricuspid, almost entirely masks the faint sound. One premature beat, probably ventricular, 
is depicted at apex: the long diastolic pause which follows: it aided greatly in ‘‘timing’’ the 


murmur as systolic. 
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smooth and 
clusion, thrombi or subintima 
A similar change and similar conditions are found in the 
left circumflex branch. Similarly the right coronary 
arteries fail to show any areas of occlusion, thrombosis 
or subintimal hemorrhages.” 


cengient. No points of oc- 
hzemorrhages are noted. 


DIscussION 


The most acute problem presented by this pa- 
tient was the differentiation between bacterial 
endocarditis and non-bacterial thrombi, mural 
and/or valvular, as the source of the emboli to 
the brain, lower extremity and coronary artery. 
Both the bacteriological studies and the clinical 
evidence led to the diagnosis of non-bacterial 
thrombi in the left auricle and/or on the mitral 
valve and this was confirmed at autopsy. The 
embolus was visualized in the anterior descend- 
ing branch near its origin rather than in the 
ostium of the left coronary artery itself, because 
the patient did live for nineteen hours after the 
onset of the acute illness. Thus, we learn that in 
some human subjects, as in some experimental 
animals, sudden occlusion of one main healthy 
coronary artery does not necessarily cause in- 
stantaneous death. Shock developed within the 
first half hour and its persistence indicated the 
likelihood of the fatal outcome. 

No detectable signs of embolism appeared 
during the period from September 20 to October 
29, 1946, while he was being treated with dicou- 
marol. The chills and fever which occurred 
several times between October 19 and 30 were 
interpreted as evidence of influenza without any 
obvious physical signs in the throat or chest: they 
may have been due to emboli which did not 
declare themselves clinically or at autopsy. He 
did not receive any dicoumarol during the four 
days which preceded the coronary embolism. 
However, the fact that the embolus in the coro- 
nary artery contained calcified material indicates 
that it was not a portion of recent thrombus but 
rather that it broke off from the old organized 
and partially calcified thrombus. This embolism 
could not have been prevented by effective 
administration of dicoumarol. 

The observations on the heart sounds and 
murmurs raise some interesting questions. The 
increase in loudness of the crescendo presystolic 
phase of the mitral diastolic murmur first ap- 
peared in January 1944, the seventh occasion 
on which a graphic record by symbols was made 
during the years 1938 to 1944 (Fig. 1). The 
graphic records at eight subsequent visits of the 
patient including that of October 25, 1946 (Fig. 
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2) show persistence of the increased loudness 
with little if any variation: each of these obser- 
vations revealed audibility of the presystolic 
crescendo murmur at the apex and along both 
borders of the sternum in the sitting posture. 
That he had occasional upper respiratory infec- 
tions with fever and frequent rheumatic aches 
in the limbs during changes in weather during 
these six years makes it impossible to rule out 
progressive endocarditis with alteration in shape 
of the mitral valve as the cause of the change 
in loudness of the crescendo diastolic murmur. 
On the other hand, this change in the murmur 
could have resulted from the obstruction to flow 
related to the large old calcified thrombus near 
the slit-like mitral orifice. The disappearance of 
the mitral diastolic murmur and the appearance 
of the systolic murmur during “shock” one-half 
hour after coronary embolism merits some 
comment. The very low cardiac output per 
beat made for low pressure in the left auricle 
during the early and later phases of diastole; 
thus, although the flow that did take place 
through the mitral valve from auricle to ventricle 
probably caused some vibrations, their amplitude 
was too low for clinical audibility. 


The systolic murmur which newly appeared 
at and near the apex could have been due to 
some degree of tricuspid insufficiency initiated 
by dilatation of the valvular ring as a result of 
myocardial ischemia. Observations made three 
hours after the onset of shock revealed the 
systolic murmur as louder and more blowing 
than an hour and a half earlier; at this time 
there were frequent ventricular premature beats 
and by detecting the first sound element after 
the “long pause”, the timing of the systolic 
murmur could be achieved without any reason 
for doubt (Fig. 2). About eight hours after shock 
set in, the systolic murmur was very faint; the 
first and second sounds were clearly heard, a 
little louder than at the final observation which 
was made at fifteen hours. The aortic diastolic 
murmur was last heard at four and a half hours, 
it could not be detected after the eighth hour at 
which time brachial sounds could no longer be 
heard and blood pressure was estimated by 
palpitation as about 60, systolic and 40, diastolic. 
Thus, if the patient had been attended in his 
final illness with acute coronary artery disease 
by physicians who had not previously observed 
him they would have been denied the oppor- 
tunity of detecting the clinical signs of the prin- 
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cipal valvular lesion, mitral stenosis, and at best 
the murmurs of semilunar valve and auriculo- 
ventricular valve insufficiency would have been 
transient, not clearly indicative of any valvular 
disease. 

In the light of the great progress that has been 
made in cardiac surgery in recent years, it is 
permissible to hope that the removal of an em- 
bolus from a coronary artery may become pos- 
sible. In our case, the diagnosis was made within 
the first hour after the onset; if shock could have 
been controlled and embolectomy performed the 
patient’s life might have been saved. 


SUMMARY 


Coronary embolism from a non-bacterial calci- 
fied thrombus on the mitral valve in the case of 
a man of 36 with rheumatic button hole mitral 
stenosis and slight aortic stenosis and insuffici- 
ency is described. The clinical diagnosis, made 
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within the first hour after the onset, was facili- 


_ tated by knowledge of the clinical course in the 


previous eight months which included embolism 
of a femoral and a cerebral artery without posi- 
tive evidence of bacterial endocarditis. Electro- 
cardiographic evidence indicated the site of the 
infarct and the approximate position of the em- 
bolus. In the light of recent progress in cardiac 
surgery, it is permissible to hope that embolec- 
tomy may become possible in such cases. Inter- 
esting changes in the heart sounds and murmurs 
are described and discussed. 
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PHRENIC CRUSH AS AN AID 
IN THE REPAIR OF 
OMPHALOCCELES* 


DUDLEY E. ROSS, M.D.C.M., F.R.C.S.[C], 
and HERBERT F. OWEN, M.D.C.M., 
F.R.C.S.[C], Montreal 


THE SURGICAL TREATMENT of large omphalocceles, 
when liver and bowel protrude through the 
defect in the abdominal wall, may be associated 
with considerable difficulty. This is due to lack 
of available space in the abdominal cavity to 
accommodate the herniated viscera. In such 
cases, the difficulty may be alleviated by phreni- 
colysis. 

Crushing of the phrenic nerve is a well known 
and standard surgical procedure that has long 
been used to bring about paralysis of the ipsi- 
lateral leaf of the diaphragm. In the past, phrenic 
crush has been done for one of two reasons. 
(1) To put the diaphragm temporarily at rest 
during the healing stages of surgically repaired 
traumatic or congenital defects. (2) To reduce 
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the capacity of the ipsilateral hemithorax and so 
reduce the size of existing pulmonary or pleural 
cavities, or to bring about certain desired sec- 
ondary effects on respiratory physiology. 


There is, however, another effect of phreni- 
colysis which has largely been ignored in the 
past, namely, the resultant increased capacity of 
the abdominal cavity. In order to demonstrate 
this effect, and to form some opinion as to 
whether the magnitude of the increase was ap- 
preciable, a series of simple animal experiments 
was devised. 


PROCEDURE 


Seven mongrel dogs, all exposed to the ordinary 
laboratory kennel environment and fed on the routine 
diet, but varying widely in size, were employed. Under 
intravenous thiopentone anesthesia, a No. 12 (F) 
catheter was introduced into the peritoneal cavity 
through a small laparotomy wound cal the layers of the 
abdominal wall snugly closed about the catheter to ive 
a water-tight junction. Following this, physiological s 
was allowed to run through the catheter under a small 
head of pressure. The preeare, was a sd meomer adhd 30 cm. 
of saline and was standardized by allowin the saline to 
flow from a flask suspended so “aan the fluid level was 
80 cm. above the oe table. The level in the flask 
was not allowed to vary more than 2 to 3 cm., the 
flask being refilled Seats to re-establish the original 
level as fluid flowed into the abdomen. When no more 
fluid would flow, the amount that the abdominal cavity 

contain under these conditions was record 
thoracotomy was then done and _ the right phrenic nerve 
was crushed just above the diaphragm. This caused 
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paralysis of the right leaf of the diaphragm, which was 
proven sodiietals in each case. 

Of the seven dogs, one died from generalized periton- 
itis before any useful result could be obtained. In each 
of the other six dogs, appreciably more saline could 
be infused into the peritoneal cavity after the phrenic 
nerve had been crushed. The increase varied from 12 
to 24%, the average being 18% (See Table I). 


TABLE I. 





EFFECT OF PHRENIC CRUSH ON 
ABDOMINAL CAPACITY OF Docs 




















Before After 
Dog | crush Interval crush Increase 
snes A pin lied Sey 

1 | 23825 c.c. 7 days | 2630 c.c. 138% 
2 460 c.c. 10 days 570 c.c. 24% 
3 995 c.c. 9 days | 1190 c.e. 20% 
4 895 c.c. | — Died 

5 1170 c.c. 11 days 1310 c.e. 12% 
6 1140 ¢.c. | 14 days | 1380 c.c. 21% 
7 785 ¢.c. 6 days 925 c.c. 18% 








__A-paired-comparisons ‘“‘t’’ test shows that the increase 
in abdominal capacity is statistically significant (P =0.01 
0.001). 








The fact that this method of increasing the 
capacity of the abdominal cavity might prove 
useful to the surgeon seemed to be demonstrated 
by a patient treated recently at The Children’s 
Memorial Hospital, Montreal, 

A four day old infant, weighing 5 pounds 12 
ounces, was admitted in September, 1949 with 
a large omphaloceele (Figs. 1 and 2). This rela- 
tively rare anomaly, which occurs about once in 
6,000 live births,) masquerades under several 
other titles, the most commonly used of which 
are “exomphalos” and “amniotic hernia’, The 
condition is generally held to be due to a re- 
tarded growth of the parietes resulting in a 
coelomic cavity which is too small to accom- 
modate the mid-gut when it is ready to return 
from its temporary position in the umbilical cord 
at the tenth week of fetal life. The extruded 
organs fail to gain a covering of skin, being 
covered only by a thin transparent membrane 
made up of fused amnion and peritoneum. This 
membrane, due to its relative avascularity, is 
extremely vulnerable to both infection and 
trauma. 

The appearance of the defect as seen in this 
patient was quite typical of a large omphaloccele 
except that the covering membrane was no 
longer transparent and glistening. As one would 
expect after four days, it was opaque and covered 
with purulent exudate. The sac measured 11 cm. 
in its greatest diameter. In spite of this severe 
congenital defect, the infant was in good condi- 
tion. He had, in addition, a harelip and cleft 
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palate but was feeding satisfactorily and evacu- 
ating his bowel and bladder normally. 

Twelve hours after admission, in his fifth day 
of life, he was in satisfactory condition for sur- 
gery. The sac was excised and found on patho- 
logical examination to show “fairly extensive 
necrosis’ of its outer layer. The hernia contained 
most of the small bowel and all the liver except 
a small portion of the left lobe. The liver was 
unusually mobile and had a definite pedicle. It 
was found impossible to reduce the extruded 
organs into the abdominal cavity. Using relaxing 
incisions in each flank, large skin flaps were 





i 


Fig. 1 Fig. 2 
Figs. 1 and 2.—Frontal and lateral views at four days 
of age. 





raised and closed over the hernia, leaving fascial 
and muscular layers widely separated (Fig. 3). 
This left the infant’ with a large ventral hernia 
whose covering was skin and subcutaneous tissue 
only. Convalescence following this was unevent- 
ful and the infant could have been left, with the 
liver and small bowel lying subcutaneously, until 
such time as the abdominal cavity had enlarged 
sufficiently to accommodate them. That would 
mean waiting 10 to 12 months, throughout which 
time the infant would be a continual source of 
worry to parents. In addition, early repair elimin- 
ates the difficulty of separating adhesions that 
would inevitably form to bind the herniated 
organs in their abnormal positions. 

It seemed preferable, therefore, to complete 
the repair at an early date, if at all possible. This 
could only be accomplished by increasing the 
capacity of the abdominal cavity; therefore a 
right phrenicolysis was undertaken, when the 
infant was 15 days old. The phrenic nerve was 
exposed and crushed in the right side of the 
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neck. Due to the small size of the structures in- 
volved, this proved difficult and resulted in 
failure. The diaphragm was not paralysed. Either 
the phrenic nerve was not correctly identified, 
or the patient belongs to that group of indi- 
viduals who have an accessory phrenic nerve,” 
thus rendering cervical phrenicolysis ineffective. 
One week later, when the infant was three weeks 
old, the right phrenic nerve was crushed in the 
mediastinum, just above the diaphragm. This was 


4 


Fig. 3 


Fig. 3 
Fig. 3.—Frontal view at ten days of age after skin only 
has been closed over the defect, leaving fascia and muscle 
layers widely separated, Relaxing incisions are obvious. 
Fig. 4.—Frontal view in March, 1951, at one and one- 
half years of age. 


a simple procedure and was accomplished 
through a small anterior thoracotomy wound in 
the sixth interspace, involving an operating time 
of only 20 minutes. A complete paralysis of the 
right leaf of the diaphragm resulted. 

The thoracotomy caused the patient no em- 
barrassment whatever, and one week later, 
exactly one month after admission, the final re- 
pair of the abdominal wall was carried out. The 
herniated organs could now be reduced with 
only moderate difficulty and the deep fascia and 
muscle were drawn together in a single layer to 
close the abdominal defect. Convalescence was 
prolonged by a troublesome wound infection, 
but the deep layers-of the repair withstood the 
infection and no recurrence of the hernia de- 
veloped. The infant was discharged in November 
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1949, on his 61st hospital day weighing 6 pounds 
12 ounces—just one pound more than on ad- 
mission. 

Since discharge he has developed normally. 
The hare-lip has been repaired and the defect of 
his palate is to be corrected at a later date. He 
was last seen in March 1951, at one and a half 
years of age (Fig. 4). No defect could then 
be palpated in his anterior abdominal wall and 
his abdominal musculature appeared to be nor- 
mal for his age. Fluoroscopic examination 
showed the right diaphragm to be riding a little 
high still, but. paradoxical movements were no 
longer present. 

The success attained in this case seems 
noteworthy when one. considers the factors in- 
fluencing mortality_in patients with omphalo- 
coeles. O'Leary and Clymer’ set the mortality at 
21.4% of those cases operated upon in the first 
12 hours of life, and at 61.6% of those operated 
upon after 24 hours. These figures demonstrate 
dramatically the urgency of repair. The surgeon 
must see the patients at the earliest possible 
moment if this high mortality is to be decreased. 
After 12 hours the thin avascular covering of 
fused amnion and peritoneum becomes, almost 
inevitably, infected and the risk of rupture and 
peritonitis becomes imminent. 

Ladd and Gross‘ point out other factors that 
influence mortality: (1) Where part of the liver 
is contained in the sac, mortality rates up to 
75% can be expected. (2) Where the sac mea- 
sures more than 8 cm., the mortality rate is 
85%, whereas when the sac measures less than 
8 cm., the rate drops to 25%. The sac in the case 
presented measured 11 cm. 

Mortality: is high in the early postoperative 
period and is often due to respiratory distress 
and/or interference with venous return, both 
brought about by the injudicious crowding of 
abdominal viscera back into the abdominal 
cavity. 


SUMMARY 


The capacity of the abdominal cavity:can be 
increased experimentally by phrenicolysis and 
this procedure may be of use in the repair of 
certain large omphalocceles. 

Phrenicolysis was employed three weeks after 
birth in one patient with a large-omphaloccele 
and one week subsequent to this operation the 
liver was easily replaced and the abdominal wall 
completely repaired without undue tension. 
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PRE- AND POST-OPERATIVE 
FACTORS CONCERNING GASTRIC 
RESECTION FOR DUODENAL 
ULCER 


DEAN MACDONALD, M.D., 
St. Catharines, Ont. 


THE COMPLACENCY, even nonchalance, with 
which the matter of gastrectomy is discussed, 
by both the laity and physician, is sometimes 
disturbing. The fact that this operation is still a 
major surgical procedure seems to be often 
neglected. Although the mortality in the best 
teaching centres should not exceed 1 or 2%, a 
nationwide rate varies between 5 and 15%. 
These figures are too high. Because they depend 
upon such things ‘as the choice of and the prep- 
aration of the patient, the technical ability and 
the clinical experiénce of the surgeon, the team 
work of the assistant and the anesthetist, the 
availability of good postoperative care, etc., much 
of the mortality and morbidity could be con- 
trolled, and therefore, improved. Because of these 
facts, and because a well planned and a well ex- 
ecuted gastrectomy is considered to be the best 
surgical treatment for many complications of a 
duodenal ulcer,* and because it is becoming one 
of the many operations now attempted by the oc- 
casional operator, it would not seem out of place 
to discuss the principles of pre- and _post- 
operative care and to review their application, 
as seen in the light of our newer acquired 
knowledge. (The anatomical and physiological 
aspect of gastrectomy for ulcer or carcinoma of 
the stomach is an entirely different problem.) 


Tue DeEcIsIon CONCERNING SURGERY 
( INDICATIONS ) 


The indications for gastrectomy are quite 
definite and their serious consideration should 


*See report of the Vagotomy Committee of the American 
Gastroenterological Association. 





reduce the incidence of poorly chosen cases to 
the minimum. Gastric surgery is much safer in 
1953 than it was in 1923, but our thinking does 
not seem to have advanced in step. Hence we 
often do not “take advantage of the advantages” 
offered by surgery, either because of fear and 
of misunderstanding of the consequences of sur- 
gery, or because we expect too much from sur- 
gery under the wrong circumstances. For ex- 
ample, the manipulation, dissection, and sutur- 
ing of the pyloroduodenal tissues may be dif_i- 
cult and dangerous in non-resolved disease, and 
may lead to disastrous postoperative results, 
whereas the same operation performed at 
another time would give an excellent result. 
Such a fault is in the choosing for surgery. The 
surgery itself should not be blamed. 


For the purpose of therapy all duodenal ulcers 
should fall into one of two classes—(a) the pro- 
gressive, or non-resolving, or complicated; these 
are usually always surgical; (b) the regressive, or 
the resolving, or the simple: these are nearly 
always medical. The latter are those patients 
who have only had a few episodes of pain or 
whose pain was easily controlled, or those pa- 
tients who never have had perforation or deep 
penetration or a hemorrhage, or maybe only 
one. These non-complicated patients are those 
who do not have repeat bouts of trouble for 
more than a few attacks. With them, ulcer is 
never a problem. It is never a cause of lost work. 
However, the patient with a progressive or com- 
plicated type of ulcer, resistant to even good 
therapy given to a co-operative patient, and 
which so often progresses to perforation or ob- 
struction, or hamorrhage, nearly always re- 
quires surgery at some time, if he (or sometimes 
she) lives long enough. This is the type of ulcer 
which will become. complicated pathologically, 
clinically, therapeutically, as well as economi- 
cally. 


All patients become more co-operative and 
will therefore permit the best results to be ob- 
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tained, if a thorough understanding of the total 
ulcer mechanism and the ulcer problem is given 
to them. The “complicated” ulcer should be 
recognized as an entirely different symptom 
from that presented by the so-called simple or 
non-progressive type. This former group are well 
advised to have surgery when the conditions for 
surgery are optimum, and the time of opera- 
tion is one of election rather than one of neces- 
sity. Whereas prevention is the keynote of all 
therapy, it is particularly applicable to the surgi- 
cal treatment of the complicated type of duo- 
denal ulcer. 


There are many patients with duodenal ulcer 
to whom the physician is definitely -obligated. 
These are the patients who cannot make de- 
cisions for themselves. Although one should 
never be too dogmatic there are, nevertheless, 
certain facts which definitely influence the de- 
cision for or against surgery. These facts are 
briefly as follows: (1) Patients who have a 
hemorrhage during treatment or during the 
recovery period from a previous hemorrhage, 
particularly if the ulcer is an old one (which usu- 
ally occurs in the older age group), need im- 
mediate surgery, if good surgery is at hand. (2) 
All gastric ulcers that bleed should be removed 
by resection as soon as convenient. (Intestinal 
bleeding is one of the few instances in which an 
active effort is not made to stop a vessel bleeding 
in an active way as soon as possible.) (3) Re- 
peated hemorrhages are dangerous and the 
source should be controlled by surgery. Such 
bleeding usually occurs in the older age group, 
but it may occur in the young. (The age of the 
ulcer is of more significance than the age of 
the patient.) (4), Complications arising in a pa- 
tient who has already been deemed a necessary 
candidate for surgery indicate progressive dis- 
ease. (5) A large emesis from a bleeding duo- 
denal ulcer bespeaks a higher mortality than 
does bleeding without an emesis. (6) Most 
posterior wall duodenal ulcers will need surgery 
sooner or later. They predispose to hemorrhage, 
penetrating pathology, pain, and scar tissue ob- 
struction. (7) Surgery is still the treatment. of 
choice for perforated ulcer. (8) Many patients 
who have had an ulcer for more than five years 
and who have had recurring bouts of pain, 
whether or not such pain can be removed by 
medical treatment, will need surgery to control 
the course of the probable complications. (Such 
an ulcer has probably penetrated into adjacent 
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structures.) (9) Those “bleeding ulcers” which do 
not show a definite and positive improvement 
within twelve to twenty-four hours, as de- 
termined by reliable and acceptable methods, 
will more likely continue to bleed than stop. 
(10) Gastric ulcers on one of the curvatures are 
much more likely to bleed seriously from a 
large vessel than is a duodenal ulcer. (Ulcers on 
the greater curvature, are, for practical purposes, 
always malignant, and so should be removed 
when discovered.) (11) Pyloric obstruction lasting 
more than seven days, even if inflammatory in 
origin, should be relieved by the best means 
possible, whether or not this is a one or two 
stage resection. 

A localizing x-ray study is always advisable 
before emergency surgery is carried out, and if 
done gently with small amounts of barium it 
should not be a dangerous procedure. This is an 
important preoperative factor. A reliable x-ray 
report is of inestimable value to the surgeon and 
will help him a great deal in his decision con- 
cerning surgery. It often is more reliable than 
gross and manual examination at the operating 
table. 

Thus, the theme of this section is that the 
physician should not wait until the appearance 
of complications make surgery imperative before 
operation is done. Prevention is better than cure, 
and easier, and safer, and cheaper, and more 
lasting. The therapist and a complicated ulcer 
are always racing against time. The best result 
“under the circumstances” may be bad when the 
therapist loses. 


IMMEDIATE PREOPERATIVE. CARE 


(a) The mental aspects—The psychogenic 
factor associated with operation is one of the 
most potentially dangerous, as well as one of the 
most neglected, in the entire field of surgery. 
Certain it is that the thoughts of patients, at both 
a conscious and unconscious level play, in some 
instances, a greater réle in the success of the 
operation than does the operation itself. This is 
particularly so when a patient is going to lose 
such an important organ as the stomach because 
such patients are often of that nervous and ap- 
prehensive disposition which makes them con- 
sider in a very doubtful way, their ability to live 
normally without a stomach. If they were not 
this type of person they would not have the 
ulcer. Regardless of what they say, one can 
count as a certainty the fact that the loss of a 
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stomach to such a patient is of much more 
consequence than it would be to a person who 
does not have the emotional diathesis necessary 
to produce a duodenal ulcer. This factor may 
also be neglected in the consideration of the loss 
of weight, or the inability to gain weight, follow- 
ing gastric resection. The weight problem in 
these instances is not the result of structural or 
absorptive deficiencies. The production of a 
friendly confidence toward the doctor; a com- 
plete understanding of the reasons for surgery; 
the physiology of the normal and abnormal 
stomach; the etiology of duodenal ulcer, and the 
physiology and the function of the stomach 
remnant, etc., should all be understood in a gen- 
eral way, but in a very practical way, by the 
patient. 

Unconscious preoperative anxieties may be the 
cause of many postoperative complications. 
Those on the conscious level can often be 
handled by the surgeon who should produce a 
feeling of friendly confidence toward all the pa- 
tient’s “attackers” (surgeon, anzesthetist, nurses). 
We ask some of our apprehensive patients to 
enter the hospital two or three days after 
previous patients have had their operation, so 
that they may see how well the previous pa- 
tients have done postoperatively, and so be 
given encouragement and confidence. This is a 
very powerful and beneficial preoperative treat- 
ment. However, it may boomerang if the latest 
patient to enter the hospital does not do as well 
as one of his previous “models”. He then com- 
pares his considered poor progress to theirs and 
may so become discouraged. If these patients 
did not so much need this practical reassurance, 
they probably would not have had the ulcer in 
the first place. Also, reassurance against the 
presence of carcinoma is of the greatest im- 
portance. Carcinoma-of the stomach is not com- 
monly found in a person who has duodenal 
ulcer (6%). These discussions with the patient, 
on a.friendly and equal and understandable 
basis, will reduce the ill-effects of fear and 
doubt—than which there is no more disastrous 
personal emotion—whether or not they be 
associated with surgery. 


The pre- and post-operative care should help 
the patient in more ways than those just neces- 
sary for the operation. At this time, he is “given 
his big chance” to learn, with the help of the 
surgeon, how to overcome other of life’s prob- 
lems just as he has overcome this, and thus_it 
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helps him to better living. This opportunity can 
be used to help him understand how his fear 
of other things may have been excessive, 
and unnecessary, just as was his fear of this 
successfully accomplished operation. This op- 
portunity should not be missed. The long days 
and nights in the hospital allow for much think- 
ing on the part of the patient, and give him the 
opportunity to read and to be talked to, and to 
ask questions, and above all to talk about him- 
self. Busy physicians say that they have not time 
for this. But I maintain that this is just as much 
a part of the surgeon’s duty and obligation as is 
the tying of a secure knot or the associating of 
the found pathology with the presenting symp- 
toms. The improvement of a physical condition 
or the bettering of an anatomical relationship is 
indeed important, but it sometimes is of little 
value, indeed it may be of no value, without the 
improvement in the patient’s ability to enjoy 
his new-found health. Everyone knows of many 
instances in which necessary operations were 
done with beautiful technique, but in which the 
patient was not improved after operation. This 
is sad and can often be prevented by the 
thoughtful surgeon. 


(B) The physical aspects.—It is important to 
know about and to treat those conditions which 
are not directly associated with the operative 
condition, but whose presence has much to do 
with the outcome of the operation. Such as, for 
example, an irritable bowel; hypertension; 
cardiac disease; kidney abnormalities in diabetes. 

The physical preparation can be well studied 
from any text book and the current literature, 
and it will not be repeated here. It is enough to 
say that the principal factors include the follow- 
ing which are mentioned only in a brief and in 
a headline way. (a) An evaluation of the blood 
picture and the consideration of the possible 
need for transfusion. If the blood of the patient 
is Rh negative, and there is not much in the 
bank, the problem of immediate surgery in the 


presence of a bleeding ulcer is of paramount im- 


portance. A patient who is bleeding and who has 
not had previous blood, and who has never been 
pregnant, can have Rh positive blood for a 
period of 48 to 96 hours before the results of 
the incompatibility show. Therefore the bleed- 
ing must have stopped—for sure—within this 
period of time, and the burden is on the phy- 
sician to see that cessation of bleeding occurs 
before this period of relative safety has been lost. 
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A normal blood count might be the result of 
concentration, and therefore does not rule out 
the need for the giving of blood or fluids. It 
might, in fact, indicate the need for fluids. This is 
particularly so in those patients with pyloric ob- 
struction and dehydration. In many instances the 
value of the blood volume determination is of 
much more importance than a blood count. All 
blood counts might be normal even though the 
blood volume is low. (Example—hzemoglobin 
79%, actual blood volume 39%.) All patients 
should have their blood volumes brought to 
normal before operation if possible, particularly 
in the older age group. (b) The degree of pyloric 
obstruction and whether such obstruction is due 
to’ cedema from an active ulcer or scar tissue 
from a dead ulcer. (c) The pre-operative prepara- 
tion associated with a nutritional deficiency 
and/or a chemical imbalance. Nutritional defi- 
ciencies are often advanced as well as un- 
suspected in those diseases which advance 
slowly. This is not uncommon in patients with 
duodenal ulcer. Acute pyloric stenosis is usually 
recognized and well treated, but if it is pro- 
duced by a chronic or a poor symptom-produc- 
ing ulcer, and poor eating habits, over a period 
of years, to which the patient has become 
accustomed, it may be unnoticed and under- 
treated. The deficiency of protein is especially 
important in this regard and it is well to re- 
member that protein is saved for metabolism if 
enough fat and carbohydrate are given, other- 
wise protein is used up fast. The oral way of 
absorbing nutrition is the most. physiological 
way, and is therefore the way of choice if pos- 
sible. However, some of the vitamins might have 
to be given parenterally. (d) The physical and 
heart examinations; there may be a differential 
diagnostic problem between real cardiac angina 
and myocardial inefficiency produced by re- 
peated subclinical hemorrhages or oozing from 
an ulcer, either of which has produced a low 
oxygen content. (e) Preparation of the patient so 
that the pyloro-duodenal area will have a mini- 
mum of cedema and congestion, thus making 
manipulation and dissection and suturing easier, 
and a more radical operation safer. At operation 
it is well to remember that a healthy person who 
is ready for a second stage operation is better 
off than a patient who is still sick from the 
complications of the first and only stage. (f) The 
x-ray diagnosis may be more accurate than the 
manual or gross diagnosis made on the operating 
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table. An exact diagnosis of the primary and 
secondary pathology should be made as ac- 
curately as possible before operation is under- - 
taken. (g) The state of the prostate and of the 
genito-urinary apparatus is very important in the 
prevention of postoperative complications. (h) If 
an unsuspected carcinoma of the stomach is 
found, or bowel pathology, the preoperative 
preparation of the bowel will have been im- 
portant because resection of this part of the 
intestinal tract might have to be done. (i) A 
Levine drainage tube should be inserted in all 
patients before they go to the operating room. (j) 
In those patients who have recenidly had barium 
for their x-ray studies, it is well to empty the 
bowel before operation so that fecal impaction 
will not occur postoperatively. No enemas have 
been used by us before operation for many years 
because more air may be injected into the bowel 
than there is material removed. In addition to 
this, fecal material in the bowel postoperatively 
produces a normal stimulation to onward peri- 
stalsis and therefore there is less chance of gas 
pains. (k) The skin preparation should be done 
at least twice the day before going to the operat- 
ing room, as well as the morning of operation. 
This consists of gently cleansing the skin with 
green soap, ether and alcohol. 


ANAESTHESIA 


In upper abdominal surgery, it is not too 
much to say that the anesthetist may play as 
important a part in the pre- and post-operative 
program as does the surgeon. Sometimes he 
plays a more important part. This should begin 
the day before operation when he makes the 
acquaintance of the patient and spends a few 
minutes with him. The importance of this pre- 
operative friendship, which should do so much 
to produce confidence, cannot be over-estimated. 
Allowing the patient to ask any question and 
receive a satisfactory answer, and to say exactly 
what he thinks, is better than any preoperative 
medication that can be bought in a bottle or 
injected through a syringe. It is real rather than 
artificial, and lasting rather than temporary. 
Strange as it may seem, this approach is also the 
strongest known factor with which to combat 
pain and fear. This has been well proven by 
Beecher both in the private and free ward pa- 
tients, as well as on the Korean front. There is no 
known factor in life which is as detrimental and 
as. dangerous to the mental and physical integrity 
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of a human being as is doubt and fear. This 
factor can be reduced to a minimum by a com- 
petent anesthetist who likes people and who is 
willing to spend a few extra minutes with pa- 
tients. A feeling of thankfulness and gratefulness 
often outweighs that given to the surgeon—as 
well it should. 


NORMAL POSTOPERATIVE COURSE AND CARE 


The postoperative care begins while the pa- 
tient is still in the operating room. This takes the 
form of prevention through the medium of a 
good anesthetic. Pulmonary complications are 
most common in the older age group, particu- 
larly if they have a long anesthetic or an opera- 
tion in the upper abdomen, and if the diaphragm 
is involved either directly or indirectly. Aspira- 
tion into the lungs, of gastric contents, can oc- 
cur at any age in any operation, as can excessive 
mucus in the bronchial tree. A capable broncho- 
scopist is of tremendous help if such an un- 
fortunate incident occurs. If chest complications 
are foreseen and forestalled by the anesthetist, 
or if they are recognized as soon as they appear, 
much of the morbidity and mortality could be 
controlled. This is one of the reasons why all 
patients should be sent to a “recovery-room” 
postoperatively. An oxygen tent may or may not 
be necessary or helpful at this time. Oxygen is 
of particular value in the older age group and in 
those patients who have been operated upon as 
an emergency following a severe hemorrhage. 
Such people also need blood transfusions post- 
operatively, whereas patients following opera- 
tions of election should not need any blood after 
operation. The amount of blood given post- 
operatively, even to the patient who was bleed- 
ing severely just before operation, should not be 
more than a few pints if they have been properly 
prepared. As a general rule those patients who 
have had emergency surgery for a bleeding 
ulcer, have more potential postoperative compli- 
cations than have patients operated upon follow- 
ing a satisfactory preoperative preparatory 
period, and they require careful and thoughtful, 
but not apprehensive, attention. 

In the recovery room pain is also completely 
controlled, and here heroin is a drug that is too 
often forgotten. It is excellent—particularly for 
just a few days, and the patients should of 
course, not know what they are getting. (The 
subjective sensation of pain is conditioned by the 
attitude of the patient.) A combination of small 





Canad. M. A. J. 
April 1954, vol. 70 


doses of morphine and heroin is also very bene- 
ficial. 

Routine exercisés postoperatively are the best 
preventive for chest pathology and the stagna- 
tion of blood in the legs, which in turn may 
prevent pulmonary emboli. These exercises con- 
sist chiefly of deep breathing, coughing, leg 
raising, moving about a good deal, coughing with 
full support for the wound, etc. There are some 
surgeons who advocate the stethoscopic exam- 
ination of the chest three times a day for three 
days following upper abdominal surgery with 
the idea of finding the precursor of a serious 
complication, or even the complication itself 
before it makes itself known. Others say that 
such examination would always be positive and 
so they treat the patient routinely as though 
chest complications were going to arise. In the 
older age group, the patients are made to sit on 
the edge of the bed the night of operation, and 
to walk around the room either that night or the 
next day. If well applied sutures will not hold on 
the day of operation, there is less hope that they 
will hold 4 to 10 days later. It is thought that if 
patients do not get up on the first one or two 
days after operation, they should not get up for 
seven to ten days, because it is in this interim 
that an embolus is most likely to break off from 
a leg thrombus. For practical purposes most of 
the complications can be ‘prevented by good 
preoperative preparation and continuous and re- 
peated observation, by both the doctor and the 
nurse, postoperatively. 

Fluids are allowed by mouth the day of 
operation. If the stomach tube is in the gastric 
pouch much of the fluid intake acts as a washout 
for the pouch; another benefit is that fluids keep 
the mouth moist and clean. Some of the fluid will 
get into the small bowel and be absorbed. With 
the stomach tube in place there is little danger 
of the stomach becoming too distended from 
drinking, provided that the tube has not become 
plugged. This should be syringed out as a 
routine every four to six hours. Although the 
stomach tube drains a proximal portion of the 
jejunum and duodenum, it also has openings in 
it which drain the gastric pouch. The smaller 
the stoma is, the less is the drainage distally, and 
therefore the greater is the possible pressure in 
the gastric pouch, and therefore the greater is 
the need for the tube. So that whereas the wide 
Polya resection may not need a gastric tube 
postoperatively for drainage, the small gastric 
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opening made according to the general plan of 
Hofmeister, always demands a nasal tube after 
operation. After a few days heavier foods such 
as jelly, milk puddings, egg nogs, milk shakes, 
etc., are allowed as they are desired by the pa- 
tient. If these produce nausea or vomiting they 
are immediately discontinued or given in smaller 
amounts. But they should not. It is common, at 
this time, for patients to eat and drink too much. 
It has been found that such a mild feeding does 
a great deal to add to the contentment and peace 
of mind of the patient. 

A very accurate record of the intake and out- 
put should be kept. This includes the urine as 
well as the gastric tube output. A urinary outflow 
of 1,200 to 1,500 c.c. of urine each twenty-four 
hours should be maintained. In those patients 
whose preoperative preparation was not suffi- 
cient, it is a good thing to add to their minimum 
intake, at least 1,000 c.c. of protein and carbo- 
hydrate solution. A good rule to follow is that all 
intravenous fluid should be given as glucose 
and/or protein with distilled water, except an 
amount equal to the fluids lost extrarenally (tube 
or drain), and this amount should be given as 
salt, either as pure saline, or as Ringer’s lactate 
solution, or gastric replacement solution. 

Heat to the abdomen is a great benefit in the 
prevention of gas pains. This is applied next to 
the skin, and is easy when a minimum of dress- 
ing is used. If the abdomen is covered with 
dressings and pads, not much heat will reach 
the skin. 

Sedation is very important and should not be 
too much curtailed. Sleep is also very important. 
Ten to twenty c.c. of paraldehyde by rectum is 
sometimes a good mild sedative in older people. 
So is chloral hydrate. If the patient is comfort- 
ably sedated ‘the exercises are much more 
likely to be carried out effectively, than if such 
exercises produce pain. A patient without pain 
is also much more co-operative than a patient 
with pain. 

Hiccough may be an important after effect, 
and it may indicate peritoneal irritation due to 
something which happened at operation, or it 
may be due to a leak in the postoperative period. 
It is to be respected, the cause looked for, and 
treated vigorously as soon as possible. It should 
not be allowed to continue. 

Although there should be no. faecal impaction 
if preoperative preparation has been satisfactory, 
sometimes it may become a most distressing 
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state. If the barium has not been removed 
before operation, one tablespoon of milk-of- 
magnesia should be prescribed each morning, 
noon and evening for several days after opera- 
tion. This also tends to allay constipation and to 
prevent gas pains. The drinking of water is also 
of great benefit. If faecal impaction does occur, 
the instillation into the rectum of one to two 
ounces of 50% hydrogen peroxide for a period 
of fifteen to thirty minutes, to be followed by 
the instillation of three to six ounces of warm 
oil, is very beneficial, and should practically 
always get rid of the impaction without much 
pain. In some instances, however, the impaction 
may first have to be broken up by the finger. 

If fever occurs careful attention must be paid 
to the wound, the kidneys, the legs, and particu- 
larly to the chest. Although an intra-peritoneal 
cause of temperature is not common, it is.a most 
serious one. When fever occurs it is good to 
remember the three L’s—the lungs, the liver and 
the legs. There are many people who advocate 
the giving of 200 mgm. of dicoumarol twenty- 
four or forty-eight hours preoperatively, and 50 
mgm. each day postoperatively for four to five 
days. They believe it will not produce bleeding 
and that it might be a good preventive pro- 
cedure. Dicoumarol is, of course, never given 
postoperatively unless the, ulcer has been re- 
moved. If a diagnosis of thrombophlebitis or 
phlebothrombosis has been made a bilateral liga- 
tion of the superficial femoral veins should be 
considered, if intensive and proper medical 
therapy is not available. 

At the end of three or four days most well- 
prepared patients should be walking around 
the ward, having discontinued their intravenous 
therapy, and they should be taking two hourly 
feedings of soft foods plus their medications. 
They should, however, stay in the hospital for 
a minimum of seven to eight days and sometimes 
as long as ten to fifteen days, depending upon 
the home conditions to which they will return. 
Their postoperative exercises should. continue 
long after they leave the hospital and should 
form a part of their effort to continue in the best 
general health for life. 


CoMPLICATIONS (ABNORMAL POSTOPERATIVE 
Course ) 


This subject is discussed very briefly. Compli- 
cations can be classed as those which result 
from: ; 
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1. The poor choice of patient. 

2. Poor preoperative preparation. 

3. Deficiencies in the technical operation—most of 
which are controllable (bleeding from an omental 
tag, leaking anastomosis ). 

4, Those that result from the general operative pro- 
cedure (in atelectasis). 


THESE Can ALSO BE CATEGORIZED AS EARLY OR LATE 


Early—(immediate) Late 


1. Shock - (cardiac). 1. Reactivation of the ulcer. 
2. Pulmonary. 2. Stomal ulcer. 
3. Leak of the duodenal stump 3. Stomal obstruction and/or 
with or without bile periton- malfunction. 
itis. 4. Gastritis with or without 
4. Bleeding. well placed stoma. 
5. Obstruction of the gastroje- 5. Dumping syndrome (not so 
junal stoma. common in the Billroth 1 
6. Pancreatiti s. operation). 
7. Sepsis in wound or elsewhere. 6. Obstruction of jejunum. 
8. Ww ound disruption—with or 7. Retrograde intussusception 
without infection. of jejunum into the stomach 
9. Acute vascular complica- (in text book). 
tions. (Venous or arterial). 8. Infection (subhepatic 
10. Bile’ peritonitis from a abscess). 
leaking common bile duct. 9. Anewmia. 
11. Gastro-jejunal anastomosis 10. Malnutrition. 
deficiency. 


Immediate postoperative shock might be hard 
to recognize when a patient is still under the 
influence of a general anesthetic, and it may 
even be mistaken for cardiac failure. This differ- 
entiation is important because venesection may 
be good treatment for cardiac failure, but it may 
be bad treatment for hemorrhagic shock. And, 
the giving of fluids may be very good for shock 
but very bad for cardiac failure. 

If the temperature is elevated more than one 
degree for more than 24 to 48 hours after a 
“clean” operation, careful attention is indicated. 
If the cause of the temperature is not found at 
once, it is better not to give any chemotherapy 
until one knows exactly what one is giving it 
for, and what it is expected to do. The drainage 
tube is a too-often-forgotten factor in the produc- 
tion of postoperative temperatures. A jejun- 
ostomy tube is usually removed between the 
tenth and fourteenth day, providing that the 
method of Witzel has been used. A duoden- 
ostomy tube should not come out before fourteen 
days, but a tube around the duodenum in the 
periduodenal area can be removed -from. the 
seventh to the tenth day. 

To repeat, most complications are controllable. 
For example, if the surgeon expects to perform 
a gastrectomy, but serious large bowel pathology 
makes a bowel resection the first problem, this 
can well be done if the bowel has previously 
been thoroughly prepared. This preparation 
should be done as a routine. And again, a 
gastric carcinoma involving the transverse 
colon, or a duodenal ulcer producing: an active 
or an inactive fistula in the transverse colon, 
might be found at operation. Preoperative 
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preparation would permit a wide resection, and 
it should carry very little added danger. Other 
complications resulting from poor preparation 
are concerned with the chest (bad teeth, bron- 
chitis, infected sinuses, etc.), malnourishment 
(pyloric obstruction) and anzmia (bleeding). 
Many patients are operated upon too soon after 
an episode of acute inflammation. This can make 
a duodenal closure so difficult and dangerous 
that leaking from such a stump is a distinct prob- 
ability. Such patients should wait a minimum of 
eight to ten weeks before surgery is carried out. 
If for some reason (for example, non-regressive 
pyloric obstruction) surgery must be carried out 
before this time interval has elapsed, there are 
several methods of overcoming -the difficulties 
which are discussed above under “the duodenal 
stump”. 


THE “LONG-TERM-LOOK FOR THE 
GASTRECTOMY PATIENT 


Over 90% of well chosen patients should have 
a normal and healthy life. The restrictions which 
apply to them also apply to all those not operated 
on. Operation does not allow them to live, 
eat and drink any way they like. Moderation is 
the “balance wheel” for everyone. The loss of 
weight which sometimes follows loss of the 
stomach is not due to anatomical or absorptive 
deficiencies; it is an emotional problem, or may 
be normal. The understanding of this is neces- 
sary for normal living. 


SUMMARY 


Gastric resection is still a serious operation, 
notwithstanding its increased incidence, and 
one which may have a higher mortality and 
morbidity than is generally recognized. There is 
reason to believe that both the laity and the pro- 
fession look upon this operation with too much 
nonchalance and too little respect. Because the 
operation of gastric resection, well considered 
and well carried out, on a well prepared patient, 
is the best known treatment for most patients 
who have the complications of a duodenal ulcer, 
some of the more fundamental principles con- 
cerning the successful pre- and post-operative 
care are discussed generally and briefly, from a 
clinical standpoint. | 
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“SOLID” TUBERCULOUS 
LESIONS OF THE LUNG* 


V. D. SCHAFFNER, M.D., 
J. J. QUINLAN, M.D. and 
J. E. HILTZ, M.D.,t+ Kentville, N.S. 


In piscussiNc this type of lesion a clear definition 
is needed in respect to the intended meaning of 
the word “solid”. In this paper it includes all 
those lesions, either symptomatic or asympto- 
matic, that are seen by x-ray to be round or oval, 
discrete and dense, situated in the lung paren- 
chyma with little or no surrounding infiltration 
or disease. By such a definition, hilar and medi- 
astinal lesions are excluded as are areas of 
atelectasis, pleural plaques and caseous disease. 

It is not intended to review the literature in 
an exhaustive manner nor to consider in detail 
the differential diagnosis, although both are im- 
portant for a proper concept of the problems 
involved in handling these lesions. Suffice it to 
say that the predominant pathological entity will 
vary greatly according to the geographic location 
and circumstances under which these lesions are 
encountered. In a large urban general hospital, 
most such lesions will be found to be neoplastic, 
either primary or secondary, while in sanatoria 
practically all will prove to be tuberculous. 

From the University of Chicago Clinics, 
Thornton, Adams and Bloch! reported 23 cases 
of “circumscribed tumours” of which 14 were 
primary neoplasms, three were metastatic, one 
was an hemangioma, four were tuberculous, and 
one was a chronic lung abscess. Such findings 
contrast sharply with our experience. In 76 con- 
secutive cases studied and treated at the Nova 
Scotia Sanatorium during the past seven years, 
only one was found to be malignant and that was 
a secondary carcinoma. Reports elsewhere vary 
between these two extremes, but it becomes 
obvious in analyzing them that, for proper evalu- 
ation, one must take into aceount the locality 
from which they originate and the type of hos- 
pital service to. which these patients have been 
admitted, otherwise one may derive false im- 
pressions. 

The differential diagnosis, in some instances, 
is easy. When a patient has a definite history 
of tuberculosis, supported by serial x-rays show- 
ing an exudative lesion progressively contracting 


*Presented at the Annual far ae age)  aipraaee § Tuberculosis 
Association, Montreal, June 3-6, 
{From the Nova Scotia Dataatortecn, Kentville, N.S. 
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to a nodule, or a known cavitary area being re- 
placed by a dense round lesion, there is little 
reason to doubt its tuberculous origin. Areas of 
calcification within the lesion are indicative, but 
not absolutely diagnostic, of tuberculosis. Calci- 
fication has been known to occur within cancer. 
Extremely sharp delineation also is more sug- 
gestive of-tuberculosis but it can be very mis- 
leading. The past history, nature of symptoms, 
bronchoscopic findings, bronchograms, plani- 
graphic studies, sputum examinations—cultures, 
and Papanicolaou stains—are all important and 
have to be considered carefully, but at times it is 
impossible to make an exact preoperative diag- 
nosis and so diagnostic thoracotomy must be 
undertaken. Even then the exact nature of the 
disease may be unknown until the pathological 
report is received. Whether a lesion is stationary 
or enlarges is of little help in differentiating be- 
tween tuberculosis and carcinoma. Some carci- 
nomas may not change size or shape for months 
and may then extend rapidly. Some tuberculous 
round lesions may also remain static and then 
progressively increase or decrease in size. 

In this presentation it is intended to discuss 
only tuberculous rounded or solid lesions and 
the remarks that are to follow pertain specifi- 
cally to them. Again definition becomes impor- 
tant if we are to understand and treat these 
lesions logically. Much confusion exists in the 
literature. In many instances these lesions are all 
included under the general term of “tubercu- 
loma” provided the diameter reaches some 
stated dimension of approximately 2 cm. or 
larger. Culver et al.? in a recently reported series 
made the following definition—“A tuberculoma is 
merely a tumour-like granuloma caused by the 
tubercle bacillus, encapsulated by connective 
tissue, and showing no evidence of surrounding 
inflammation or spread.” It is our feeling that 
such a definition is too broad and in some re- 
spects inaccurate. It certainly includes lesions of 
different genesis and if “encapsulation” means 
complete walling-off this is not so, as has been 
shown by Medlar® and his co-workers. These 
lesions may well be classified as three distinct 
types and there is some practical value in so 
doing: 

1. Tuberculomas.—These sometimes represent 
receding areas of exudative disease ending as 
partially encapsulated nodules. At other times 
they appear to arise as blood-borne tuberculous 
metastases. The size of the nodule is often of 
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little or no practical importance as the smaller 
ones may be as potent a source of spread and 
reactivation as the larger ones“The content of 
the nodule may be fibro-calcific material, case- 
ous, partially liquid or mixed. 

2. Non-discharged cavities.—These lesions have 
typical tuberculous fibrous walls with a central 
area of complete or partial necrosis and have an 
actual bronchial communication, Their fate ap- 
pears to depend to a large extent on whether 
or not the bronchial communication remains 
open. If it remains open, the contents will be 
discharged and a true cavity will be seen in its 
place. If the bronchus becomes occluded, the 
contents may inspissate or undergo the changes 
seen in true tuberculomas.. 

3. Filled-in cavitiesThese represent lesions 
which began as true cavities and later, due to 
bronchial occlusion, filled with liquid or caseous 
material and later still have even become calci- 
fied. Classical descriptions of cavity closure and 
“healing” by this mechanism have been presented 
by Coryllos,* Loesch® and others. Recent investi- 
gation would indicate that a less optimistic 
attitude regarding the “healing” would have been 
in order. Max Pinner* was one of the first to point 
out the fallacy of such optimism when he stated 
“Cavities that become blocked by bronchial oc- 
clusion may sometimes after long periods of 
blockage re-open and produce _bacilliferous 
sputum and intrabronchial dissemination.” This 
danger exists with all these solid lesions. 

Is it helpful to distinguish each of these types 
from the others and how can this be done? 
Actually, in many instances it is not possible to 
distinguish one type from another and this fact 
is important from the standpoint of treatment. 
If first seen in surveys or by single plate observa- 
tion the x-ray appearance of all these may be 
identical. If serial x-rays are available, typing 
can often be readily made. If previous open 
cavity has existed, this can usually be determined 
by extremely careful clinical and x-ray evalua- 
tion. For reasons that will later be outlined, we 
feel that it is important to make the distinction 
if possible. 


Until quite recently the appearance of these. 


solid round lesions in the tuberculous patient 
was often considered good and an indication of 
final cure. Should such a patient later develop 
advanced phthisis exogenous reinfection was 
blamed in many instances. Such a delusion has 
existed for years and this was well founded, but 
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on a false pathological concept. This concept, 
simply stated, was that all such round opaque 
lesions were “closed”. By this is meant that they 
were conceived to be completely surrounded by 
a thick fibrous protective capsule which pre- 
vented the escape of any infective material con- 
tained therein and, with the progression of time, 
the bacilli became “killed off’ and the contained 
material calcified. This is why in the older litera- 
ture they are referred to as “benign” tuberculous 
lesions. This concept has now been proven false. 
These lesions are neither “walled off’ nor 
“closed” as has been shown by the meticulous 
pathological investigation of Medlar et al., who 
demonstrated the existence of a direct stem com- 
munication with a bronchus. The bacilli con- 
tained in the solid lesion, although physiologi- 
cally altered, are usually not dead and recrudes- 
cence does occur in a high percentage of cases 
causing endogenous and not exogenous reinfec- 
tion. It is for this reason that such lesions have 
become a prime indication for excisional therapy. 


The results of bacteriological studies of these 
lesions are still confusing and much has yet to 
be learned. Medlar e¢ al.," Beck et al.,° and 
Pagel,® working in different centres have shown 
that practically all have tubercle bacilli in them. 
These can be seen readily on direct smear but 
become progressively hard or even impossible 
to culture as the lesion ages. These non-cultur- 
able bacilli may fail to produce disease in the 
guinea pig. It has also been shown that strepto- 
mycin and allied drugs have had nothing to do 
with this phenomenon in some of these cases, as 
these drugs had not been administered. These 
bacilli, however, can cause recrudescence of the 
lesion and again become pathogenic and cultur- 
able. Therefore, in many instances, they are not 
dead. ; 

Mention was made earlier concerning the im- 
portance of attempting to differentiate between 
tuberculomata, non-discharged cavities and 
filled-in cavities. The bacilli in the non- 
discharged cavities are of course active and 
exhibit all the characteristics of ordinary tubercle 
bacilli. The bacilli in the filled-in cavities are 
more indolent and those in the true tuber- 
culomata still more so. It is apparent, therefore, 
that the urgency of surgery differs where the 
distinction can be made. What causes recrudes- 
cence to occur in these lesions after the so-called 
healing process has progressed is not known, but 
the fact that it does so cannot be denied. It 
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becomes imperative therefore that they be 
treated and, as the only known treatment at the 
present time is excisional therapy, this must be 
applied. 

We have operated upon approximately 90 
patients with “solid” tuberculous lesions and have 
taken the first 75 of them as a basis for this 
analysis. Unfortunately our information is by no 
means complete, as some forms of investigation, 
such as the bacterial status of the lesions, have 
only been undertaken during the past six months. 


TABLE I. . 





AGE AND Sex DISTRIBUTION 








Age groups Male Female Total 
le ca Ee 3 5 8 
B= Bi. < ah oes 16 _ 383 49 
ae: eee BE 5 6 11 
BOS? VAL oes 5 1 6 
OPO oo 5 Sire: 1 0 1 
BOW. aS. 30 45 75 





*Youngest 16 years. 
TOldest 57 years. 





Of the 75 patients, 30 were males and 45 
females, the majority in the 20 to 29 year age 
group (Table I). The youngest was 16 and the 
oldest 57 years of age. 


TABLE II. 





Losar DISTRIBUTION OF LESIONS 








Location Location 
Right: Number Left: Number 
BONS 8 Sa. feo eho eet 19 BIE. iicich rn Keres 29 
RO FS Reinke as 0 Superior segment of 
Superior segment of WON i onto Ass 5 
BN be hrs chs 5 RSs wc tres ae 2 
ROO Se tee 4 Upper + superior 
Upper + middle...... 2 GONG 5 585 <3 4 
Upper + superior Upper + lower...... 1 
Seaments ok 3 
Upper + lower...... St oa 
Total: right...... 34 Total: left. ..... .. 41 





The general classification of the disease was 
minimal in nine, moderately advanced in 60, and 
far advanced in six, only one having previously 
had a thoracoplasty performed. In 40 cases the 
lesion appeared to be solid and in 85 there was 
x-ray evidence of central rarefaction. In one of 
the latter group, with multiple lesions, some 
calcification was seen in the walls of several 
nodules removed. The size of the nodules varied 
from less than 1 cm. to over 4 cm., the majority 
being between 2 and 4 cm. _ 


Thirty-four of the operations were performed 
on the right and 41 on the left, 48 of them being 
restricted to the upper lobes alone. The actual 
lobar distribution of the resected lesions is in- 
dicated in Table II. Single “solid” lesions were 
found 26 times. The lesions were multiple in 49 
cases, in only one of which was it not possible 
to remove all of them. In all but seven of the 
cases the lesions had remained stable from an 
x-ray point of view for the six months prior to 
operation. 























TABLE III. 
PREOPERATIVE SPUTUM STATUS 
Status Number 
Peete?) ae or oe eS a ooh ae. 3 
CRI REIN ok re Foe les 11 
Cea Rios es hd 28 
Gastric washings.....:............. 3 
Trent: CIOS cons Geiss Lo ae Biba 30 
ROMBR or Ser eCity A eee Fees 75 





The sputum was. positive on direct smear in 
three cases, on concentration in 11, on culture 
in 28, and by culture of gastric washings in 
three. Thirty had negative sputum (see Table 
Ill). 























TABLE IV. 
Type OF OPERATION 

Operation Number 
DIN ng See te setae ok. oe oe oe 3 46 
Lobectomy + segmental resection............. 5 
Lobectomy + wedge resection......-......... 2 
Lobectomy + segment + wedge.............. 2 
Senet i ee ies Chew Pe Te. So 12 
Segmentectomy + wedge resection............ 2 
PRO PI sass alee ROW etnh's 8 an Be 6 

WN i hee hae eats, J piwicbgle te 75 





The type of operation selected was lobectomy 
in 46, and a variety of lobectomy, segmentectomy 
and wedge or lesionectomy in the remaining 29 
(see Table IV). 

Postoperatively there were no complications 
in 63 cases. The remaining 12 had the 27 com- 
plications listed in Table V. All of these have 
now cleared completely except one space which 
still persists six months following resection, one 
small empyema space now sterile under a thora- 
coplasty, and one small empyema space which 





434 SCHAFFNER AND OTHERS: TUBERCULOUS LESIONS 


required a thotacostomy one year after a seg- 
mentectomy. Indeed, it is worth stating that one 
of the above-mentioned persisting spaces also 
followed a segmental resection and, in our ex- 
perience, that this type of operation leads to 
the greatest difficulty postoperatively in regard 
to slow re-expansion of the remaining lung tissue. 
The space was completely obliterated in about 
two weeks in 66 cases. It obliterated slowly in 
six and has persisted in the above mentioned 
three. 


TABLE V. 





COMPLICATIONS 














Number Cleared Persisting 
Spread: 
Homolateral........ 2 2 0 
Contralateral. ..... 3 3 0 
Fistula—early........ 8 5 3 
Persistent space... .... 6 5 ] 
Empyema—mild...... 5 4 ag 
= —severe.... 3 2 1f 





*Required operation—decortication and drainage. 
TRequired thoracoplasty—space still persisting. 





There were five mild and three severe empy- 
emas. Of these, one required ,a decortication, two 
required a thoracoplasty and one a thoracostomy. 
Only two still persist, one with thoracoplasty and 
one with thoracostomy. The prognosis in both 
these cases appears to be favourable. 


At the time of operation the previously 
recorded x-ray findings were confirmed in 52 
cases. However, in 23 cases, additional un- 
suspected disease was found even though all 
cases had been studied carefully including 
planigrams and bronchograms preoperatively. 
This is of some considerable significance in re- 
gard to reactivations of disease or the appear- 
ance of so-called “new areas” of disease in cases 
of tuberculosis generally. It is worthy of note, 
too, that 42 of the “solid” lesions resected were 
found to be rather soft on palpation and when 
sectioned after the operation were found to con- 
tain liquid pus. 

Microscopic examination of the resected 
lesions showed 69 of them to be essentially 
caseous, two fibro-calcific and four fibrocaseous. 


Of the 75 cases, 55 had a lobectomy performed, 
either alone or in combination with remoyal of a 
segment or wedge. This afforded us an oppor- 
tunity to examine carefully 55 major bronchi at 
the site of section (see Table VI). Unfortunately 





Canad. M. A. J. 
April 195‘, vol. 70 





the resected stump was examined microscopically 
only during the last year. Nine of the cases had 
evidence of tuberculous infection of the resected 
stump; two stumps were grossly infected (not 
examined microscopically); one had both gross 
and microscopic evidence of’ disease; three 
showed only microscopic evidence of tubercu- 
losis; three had evidence of endobronchial tuber- 
culosis bronchoscopically but were not examined 
microscopically, although one still had gross evi- 
dence of inactive tuberculous tracheobronchitis. 


TABLE VI. 





STATE OF RESECTED LOBECTOMY STUMPS 











Not 
Yes No stated 
CRORE RRBR od uc Gass, 4* 50 1 
Microscopic disease... ... 2... . 4 25 26 
Tracheobronchitis 
bronchoscopically............ 3t 50 2 





*3 of these not examined microscopically. 
tAll 3 in “Not Stated”’ group re microscopic disease 
and | in gross disease group as well. 





Strange to say, none of these cases with tuber- 
culosis of the resected stumps contributed the 
bronchopleural fistulas, persisting spaces or 
empyemas. One patient did have a homolateral 
spread of disease and another had a contra- 
lateral spread, however. 


TABLE VII. 





Sputum Status BEFORE AND AFTER OPERATION 








Number 
Negative sputum before operation........... 30 
Positive sputum before operation............ 45 
Converted to negative........... 25 
Not converted to negative........  2* 
OG RN FO ws a AS is 18 
45 


*1—Cause unknown. 
i —Fersisting small pleural space and bronchopleural 
fistula 





Table VII supplies information regarding 
sputum conversions. Culture reports are not 
available on 18 cases yet. Of the 27 cases who 
had positive sputum preoperatively and have 
been fully reported bacteriologically, 25 or 93% 
have been converted to negative. No cause has 
been found for the non-conversion in one of the 
cases whereas the other has been established as 
due to a small persisting empyema space with 
bronchopleural fistula. 
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In this series there were no operative or late 


deaths. 


TABLE VIII. 





BACTERIOLOGY OF LESION RESECTED COMPARED 
TO PREOPERATIVE SPUTUM STATUS 


Negative sputum 
Number preoperatively 


Bacillary status of lesion 


Smear + culture +....... 5 3 
Smear 0 culture +........ 2 1 
Smear + culture O0........ 10 6 
Smear 0 culture 0......... 2 l 
NOG SUMO co ot ee ea 56 





It may be of some interest to present our 
rather limited findings regarding the bacterio- 
logical status of the resected lesions (Table VIII). 
It has been stated by some authors that these 
rounded lesions are bacteria-free, by others that 
bacteria, when present, are dead. In 19 cases, 
smears and cultures were undertaken from the 
resected lesion at the time of operation. Eleven 
of these cases had negative sputum cultures pre- 
operatively. In five cases (three with negative 
preoperative sputum) both the smear and culture 
from the resected lesion were positive for 
tubercle bacilli. 


Two cases (one with negative preoperative 
sputum) yielded a negative direct smear from 
the lesion but cultures were positive. Ten cases 
(six with negative preoperative sputum) yielded 
a positive smear from the lesions but the tubercle 
bacilli would not grow. In two cases neither the 
smear nor culture from the lesion yielded posi- 
tive results although one of these had a positive 
sputum preoperatively. All these patients re- 
ceived streptomycin and PAS pre- and _post- 
operatively so the presence of these drugs may 
have influenced somewhat the growth potential 
of the tubercle bacilli although the ability of the 


drugs to penetrate such solid lesions is doubted. 


Discussion 


Rounded solid lesions of the lung may be neo- 
plastic or granulomatous. If tuberculous, they 
must not be considered to be “closed” lesions. 
Forty-five or 60% of the cases in this series had 
sputum positive for tubercle bacilli before opera- 
tion and an additional 17 cases were shown to 
have tubercle bacilli retained in the circum- 
scribed lesions. In seven of these 17 cases the 
bacilli were shown to be capable of multiplica- 
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tion and growth. It is regretted that we were 
unable to determine virulence by means of 
guinea pig inoculation. 

Tuberculous round lesions are a_ possible 
source of reactivation and spread of tuberculous 
disease. Their treatment. is surgical excision, 
thereby removing sources of future breakdowns 
and conserving sanatorium beds. The results of 
such treatment are excellent. 


SUMMARY 


Seventy-five cases of solid tuberculous lesions 
treated by resection have been presented. 


Surgical resection is strongly recommended 
wherever possible. 
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A NEW TYPE OF VIRUS 
PNEUMONIA IN THE NEWBORN ° 


Between March and May, 1952, there were 17 cases 
of an epidemic pneumonitis in newborn infants in Sendai, 
Japan.* The first infant was admitted to the Tohoku 
University hospital with fever, cyanosis and dyspnoea. 
Other newborn infants in the nursery began to develop 
similar symptoms, the first contact infection appearing 
in 24 hours. Eleven of the 17 infected died, some within 
24 hours of the onset of the disease. Jaundice appeared 
in eight cases, and terminal hematemesis in three. As in 
similar epidemics physical findings were slight in com- 
parison with radiological pulmonary changes. The blood 
picture was similar to that in suppuration of bacterial 
origin. An unusual finding was the apparently high re- 
sistance of premature infants. 

The disease described was considered to be a new 
entity, because of various points noted above, as well 
as the absence of inclusion bodies from pharyngeal or 
lung tissue, the finding of meningitis and serious hepat- 
itis at autopsy, and the lack of response to aureomycin 
and chloramphenicol. 

A virus was isolated from autopsy material by pernasal 
instillation into mice and culture on fertile eggs. This 
virus appears to be different. from those of mumps, New- 
castle disease and influenza. Electron microscopy showed 
that it was a spherical particle 150-200 mz in size. 


*T, Sano, et al., Yokohama Med. Bull., 4: 199, 1953. 
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CEREBRAL ANGIOGRAPHY IN 
INTRACRANIAL HAZMORRHAGE* 


M. K. KIERNAN, M.D.,t Winnipeg 


THE PURPOSE of this paper is to review the de- 
velopment of cerebral angiography and to il- 
lustrate the value of this radiological method of 
examination in suspected intra-cranial bleeding. 
The first published methods of technique were 
presented by a Portuguese physician, Egas 
Moniz," * reporting in 1927. Numerous studies 
of this procedure were made on the European 
Continent where its development was rapid and 
its use became common. In the U.S.A., England 
and Canada, cerebral angiography was not 
taken up to any extent until comparatively 
recently because of the severe side-effects of the 
early contrast media which were sodium iodide 
at first, and later, thorotrast. In 1939, 1940, and 
1941 Gross* +> first reported the use of 35% 
Diodrast as a satisfactory contrast medium, with 
much rarer and less grievous side reactions. 
Careful experimental work indicated that Dio- 
drast in this concentration produced no signifi- 
cant or permanent damage to cerebral vessels. 


In the past few years, cerebral angiography 
has developed rapidly and is now used fre- 
quently in larger hospital x-ray departments. 
Much of the credit for its popularization is due 
to the employment of Diodrast and the develop- 
ment of the percutaneous technique of introduc- 
tion into the internal carotid and vertebral 
vessels. - 

A large number of articles have appeared in 
medical literature in the past 4 or 5 years dealing 
with this method of examination, and it is ap- 
parent that the consensus’ in many countries 
establishes the fact that this procedure is a safe 
and effective diagnostic method, when _ per- 
formed with reasonable precautions. Cerebral 
pneumography is a radiological method which is 
indispensable to neuro-surgeons today, and 
angiography is becoming as important. In many 
instances of increased intracranial pressure, it is 
less dangerous than air studies and is usually 
less distressing to the patient. 

There are contraindications to its use, al- 
though these are few, and must -be weighed 


*Read at the 86th Annual Meeting in Winnipeg, June, 
1953. 


+Assistant Radiologist, Winnipeg General Hospital and 
The Children’s Hospital, Winnipeg, Man. 
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against the information which may be obtained. 
The principal, and possibly absolute, contra- 
indications are serious renal damage, severe 
hypertension, and important allergic history and 
all these are related to the contrast medium in 
use at present. 

Complications can and do occur, although 
these can be reduced and miriimized. Intra- 
cranial effects are due chiefly to excess trauma 
to the vessel injected; air or clot embolism; and 
direct stimulation to artery by the contrast 
medium, producing spasm. It cannot be too 
strongly stressed that Diodrast must not be used 
in concentrations stronger than 35%, or in 
quantities over 40 ml. on one side in one day. 
There does not appear to be any real reason for 
hesitation or delay in the use of this procedure 
immediately following the onset of any type of 
intracranial bleeding. Extracranial complications 
are related to hemorrhage from the puncture, 
extravasation of contrast medium, and needle 
trauma to nerves and ganglia adjacent to the 
artery. 

The surgical technique employed in our hos- 
pital will be discussed only briefly. The percu- 
taneous method of arterial puncture is always 
used, except where the puncture fails or where 
there is some special indication for surgical ex- 
posure such as a proposed carotid ligation. The 
technique used by our neurologists and neuro- 
surgeons varies individually to some degree, al- 
though their methods follow fairly closely that 
described by Lindgren in 1947. Premedication is 
used, tailored to the requirements of the subject. 
A co-operative patient is highly desirable, but 
where co-operation is lacking or mental derange- 
ment is present, Pentothal anesthesia will be 
required. Local anesthesia is used extending 
down from the skin along a needle track to the 
carotid vessel, whose sheath is well infiltrated. 
An 18 gauge needle is used for the arterial 
puncture connected by a glass connector to a 
short length of pressure tubing, in turn attached 
to a two-way syringe adaptor. When the needle 
is in position in the vessel, saline-glucose solu- 
tion is slowly injected to prevent clotting in the 
needle. Diodrast is injected rapidly, uniformly 
and smoothly at a rate of 5 ml. per second, fol- 
lowed by the glucose-saline solution again. 

The radiographic technique employed here is 
in no way unique, although the cassette-changer 
was designed and manufactured locally by Mr. 
Earl Carlyle of the Picker X-Ray Corporation to 
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specifications devised by Dr. Arthur E. Childe, 
one of my senior associates. 

A fine focus rotating anode tube is employed 
at 300 ma., 76 to 78 KvP., 3/10th second ex- 
posure, at a distance of 48 inches for the antero- 
posterior examination. For the lateral views, 200 
ma., 66 to 70 KvP., 1/10th second exposure at 
27 inches is used. An extended enclosed metal 
oblong cone 141% inches long reduces secondary 
radiation, and limits the x-ray beam to the cas- 
sette area. In the anteroposterior view, the table 
Bucky is used, but in the lateral views a 60 line 
Lysholm stationary grid is employed. 

The cassette-changer is placed on the table 
top and the patient’s head is carefully positioned 
to obtain an anteroposterior view with a per- 
pendicular central ray passing through the 
orbito-meatal line. This requires head flexion, 
and we use a balsa wood doughnut to elevate 
and retain the occiput. It is essential that there 
be no rotation or lateral flexion of the head. The 
lateral views are obtained, maintaining the pa- 
tient in this same position, by swinging the tube- 
head around to employ the central ray hori- 
zontally passing through the pituitary fossa or 
in the plane of both orbital plates. In instances 
where the vertebral artery is injected, a different 
anteroposterior view in a,submento-vertical plane 
can be used to display the basilar and posterior 
cerebellar arteries to better advantage. Test films 
are taken in the views required to determine an 
ideal exposure for each. These are processed and 
inspected before puncture is made and before 
the examination is begun. 

Diodrast is injected by the neurosurgeon or 
neurologist in the manner described previously, 
who indicates when the first x-ray exposure is to 
be made. This is generally when the syringe is 
almost emptied of its 10 to 15 ml. of 35% 
Diodrast, and the tubing is still partially bal- 
looned out. For the lateral views, we prefer ex- 
posures made immediately, at 34 second, at 114, 
and 214 seconds, but occasionally using times of 
zero and 1, 2, and 3 seconds. After a short interval 
the injection is repeated and another series of 4 
films obtained after shifting the tube-head to 
obtain stereoscopic views. The tube-head is 
again shifted for vertical use, and following a 
third injection of 10 to 12 ml., a single A.P. view 
is taken. 

In the anteroposterior view, the contralateral 
carotid can be occluded by digital pressure. In 
this way, the anterior and middle cerebral 
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arteries will be visualized on both sides. At the 
Winnipeg General Hospital, we feel that stereo- 
scopic studies give a better impression of the 
spatial distribution of the visualized vessels and 
also the second injection occasionally fills seg- 
ments which are not outlined in the first 
injection. 

The lateral views, obtained at the time inter- 
vals mentioned, show ‘a well filled arterial sys- 
tem in the first film, and good capillary filling 
in the second and to some extend in the third 
film. The third film also shows the deep cerebral 
veins and superficial anterior veins. The fourth 
film shows a fairly complete phlebogram with 
filling of some of the dural sinuses, It must be 
remembered that there may be numerous varia- 
tions in the course and distribution of cerebral 
vessels. The limits of normal cerebrovascular 
anatomy must be known so that erroneous im- 
pressions are not obtained from angiographic 
studies. 

Intracranial hemorrhage can be subdivided 
simply into traumatic and spontaneous varieties. 
Cerebral angiography can play an essential role 
in determining the cause and location of such 
bleeding and should indicate whether the under- 
lying lesion is amenable or not to surgery. In 
instances where segments of cerebral circulation 
may have to be sacrificed, it can indicate 
whether there is ample collateral circulation to 
justify such a procedure. 

In the traumatic group, massive intracranial 
bleeding is difficult to assess and diagnose in the 
seriously injured patient. It is possible to dif- 
ferentiate by angiography subdural, epidural, 
and intracerebral hematomas and -to recognize 
their not infrequent co-existence. The presence 
and location of hematomas is suggested by 
spatial deformities of anterior and middle cere- 
bral arteries, occasionally by the displacement 
of their finer radicles away from the cranium. 


_In the diffusely damaged brain, the cerebral 


vessels do not show significant displacement and 
unnecessary explorations may be avoided. 

In spontaneous intracranial bleeding the more 
common causal agerit is a ruptured - aneurysm, 
although arterio-venous malformations, angio- 
mas, mycotic emboli, blood dyscrasias, and 
fragility of blood vessels as found in hyperten- 
sion and brain tumour, can also be the cause of 
bleeding. The clinical examination in these con- 
ditions is not reliable and the smaller organic 
lesions will not often have localizing signs. 
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In most reported studies of intracranial aneu- 
rysms where well conducted angiographic exami- 
nations have been done, there is a negative error 
of approximately 5% in failure to demonstrate 
the lesion. Reported causes of failure to fill the 
aneurysm with the opaque medium are filling of 
the sac with clot or obstruction of an anasto- 
motic vessel bearing the aneurysm. There are 
also hemodynamic factors which can preclude 
demonstration of the lesion, where local vascular 
spasm may divert the Diodrast laden blood: 
stream to vessels of larger calibre and lower 
pressure gradients. 

Arterio-venous malformations are generally 
shown well, and angiomatous structures are 
demonstrated, whether primary or associated 
with neoplasm of nervous tissue. Where intra- 
cranial aneurysms are being sought or excluded, 
it is important to obtain bilateral angiographic 
studies, especially in cases without localizing 
signs. The posterior cerebral arteries, filled by 
vertebral artery injection, must also be studied 
where carotid contrast injection fails to demon- 
strate an aneurysm. The not infrequent oc- 
currence of multiple aneurysms is another factor 
to be remembered in planning a complete ex- 
amination. It is generally accepted that there is 
no added risk of precipitating further bleeding 
even during the acute episode. 

It is important to state that the neurosurgeon 
will obtain essential information of the state of 
the collateral circulation and patency of the 
circle of Willis. Normally the intracranial vessels 
on the side opposite to the injection are seen 
only after compression of the internal carotid 
artery of that side. Bilateral filling occurs by way 
of the communicating arteries. The medium may 
even descend into the opposite internal carotid 
artery and occasionally will also descend into 
the basilar artery. The information on collateral 
circulation will enable the neurosurgeon to deter- 
mine which vessel segments may be sacrificed 
without causing permanent invalidism. 


Cerebral angiography can dispel much of the 
uncertainty in the diagnosis and prognosis when 
spontaneous subarachnoid hzemorrhage occurs, 
and it is difficult if not impossible to obtain the 
anatomical and physiological information in any 
other way. The term of “anatomy in vivo”® has 
been very aptly applied to this diagnostic 
method. The facilities for adequate studies of 
this type are not too complicated or too ex- 
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pensive to add to a well equipped larger general 
hospital department. 


Interpretation of cerebral angiograms is still 
far from perfect, but increased personal ex- 
perience will yield greater precision. The search 
for a more ideal contrast medium will continue 
and eventually other compounds will be de- 
veloped which will reduce the side effects and 
limitations of material now in use. There cannot 
be any doubt that cerebral angiography will be 
used more widely, and that further chemical and 
technical improvements will be developed to 
add increased value to this near indispensable 
diagnostic method. 
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TEN COMMANDMENTS 


Try adapting this to your organization; substitute 
ordinary member for customer, your organization for 
business; or if you are a government employee, try 
ordinary citizen, nation, province, municipality. 


Menpica Note: Try Patient and Practice. 


1. A customer is the most important person in -any 
business. 


2. A customer is not dependent upon us—we are de- 
pendent upon him. 


3. A customer is not an interruption of our work—he 
is the purpose of it. 


4. A customer does us a favour when he calls—we are 
not doing him a favour by serving him. 


5. A customer is part of our business—not an outsider. 


6. A customer is-not a cold statistic—he is a flesh and 
blood human. 


7. A customer is not someone to argue or match wits 
with. 


8. A customer is one who brings us his wants—it is our 
job to fill those wants. 


9. A customer is deserving of the most courteous and 
attentive treatment we can give him. 


10. A customer is the life blood of this and every other 
business. 
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INTRAEPITHELIAL CARCINOMA 
OF THE LARYNX* 


ERNEST E. SCHARFE, M.D., 
T. MUNCEY TANTON, M.D. and 
W. H. MATHEWS, M.D., Montreal 


INTRAEPITHELIAL CARCINOMA, carcinoma in situ, 
and preinvasive carcinoma are terms used to de- 
scribe an early type of carcinoma which shows 
essentially the same cellular characteristics as 
ordinary carcinoma. The chief distinguishing 
feature is its peculiar spread within the epi- 
thelium instead of infiltrating the underlying 
stroma. Broders' in 1932 used the term “car- 
cinoma in situ” and emphasized the fact that 
a tumour should not be considered nonmalignant 
because it has not penetrated the basement 
membrane. He stated “The diagnosis of carci- 
noma in situ, as of any carcinoma in general, is 
based chiefly on altered cellular characteristics 
in contradistinction to cellular situation.” 

The chief microscopic feature of this carci- 
noma, in any location, ‘consists of a replacement 
of the normal epithelium of the surface, with or 
without involvement of related glands and gland 
ducts, by an atypical type of epithelium. This 
change may affect the full thickness of the epi- 
thelium, or only its deeper layers. The cytologic 
features are: (1) a disorderly cell arrangement 
with loss of normal cell polarity; (2) cellular 
crowding with nuclear overlapping; (3) nuclear 
enlargement and hyperchromasia with abnormal 
amounts and arrangement of the chromatin; (4) 
variations in nuclear size and shape, and (5) 
unusual frequency of mitotic figures, some of 
which may be of abnormal form. 

Diagnosis of intraepithelial carcinoma presents 
many difficulties both clinically and microscopi- 
cally. It may be difficult to distinguish between 
intraepithelial tumour and chronic laryngitis 
which may precede or accompany it. The micro- 
scopic diagnosis of early intraepithelial changes 
is not always easy. Involvement of glandular 
ducts can be mistaken for infiltrating tumour. 
Specimens taken from one part of the lesion may 
show intraepithelial cancer and from another 


*Presented at the Seventh Annual Meeting of the Cana- 
oon setrnecioeton Society, Minaki Lodge, Ont., June 


From the Departments of Otolaryngology and Pathology, 
Montreal General Hospital. 
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part invasive cancer. Some of the above problems 
may be solved by taking not only one biopsy but 
if necessary several. 

Several questions arise when one is confronted 
with a case of intraepithelial cancer. Is it ‘actually 
malignant or is it a precancerous condition? Will 
it become invasive and, if so, how soon? The 
most important question is, however, should it 
be treated differently from the invasive type of 
cancer? Cytological studies carried out by Papan- 
icolaou as early as 1917 have done much to 
stimulate interest in the characteristics of the 
malignant cell. Further studies by this scien- 
tist,”, * + McCarty® and many others have made | 
the early recognition of cancer possible in many 
cases. It has also resulted in the recognition of 
intraepithelial cancer as a clinical entity. 

Although this type of tumour has been recog- 
nized as occurring in the skin under the name 
of Bowen’s disease for many years, it has only 
been diagnosed in the larynx and other parts of 
the respiratory tract more recently. Brighton and 
Altmann® in 1942 reported three cases of vocal 
cord tumours which they diagnosed as super- 
ficial squamous cell epithelioma akin to Bowen's 
disease. 


Clerf? in 1944 reported an unusual case of cancer of 
the larynx. In this case a diagnosis of cancer of the larynx 
was made in 1927. The patient refused operation and 
continued his work for eleven years. Further examina- 
tion at this time, namely eleven years later, revealed an 
extensive carcinoma which was still, however, operable. 
Laryngectomy was performed and the patient was still 
well 5% years later. Further review of the original 
biopsy material suggested that this might have been 
originally an intraepithelial cancer. 


Snitman® in 1945 reported a case of carcinoma 
in situ of the right vocal cord. In this case, the 
left vocal cord and one-half cm. of the right 
vocal cord had been previously removed by 
laryngofissure. Several subséquent sections re- 
vealed incomplete removal of the carcinoma in 
situ of the right cord. 

Brunner’ in 1950 reported a case of so-called 
superficial epidermoid carcinoma of the larynx. 
In this case, a small white mass developed sub- 
glottically about two months after laryngofissure. 
Biopsy of this showed superficial epidermoid car- 
cinoma and laryngectomy was performed. No 


_carcinoma was found in the postoperative speci- 


men. Brunner states: 


\ 


“Superficial carcinoma of the larynx may be an actual 
carcinoma microscopically. It is not a genuine carcinoma 
from the therapeutic point of view.” He further states 
“The carcinoma in situ may be removed by the endo- 
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laryngeal route if it forms a localized tumour, and 
further steps may be taken if this procedure does not 
prove to be effective.” 


Gordon” in 1950 reported a case of “Keratosis 
of the larynx with underlying carcinoma in situ”. 
Votaw"' in 1952 presented an excellent review 
of “Carcinoma in Situ in Otolaryngology”. He re- 
ported four cases of carcinoma in situ of the 
larynx and one case in the glossoepiglottic fold. 
Three of the laryngeal cases were treated by 
laryngofissure. In the fourth case, carcinoma in 
situ was found in what appeared to be two 
typical laryngeal nodules. This patient has had 


Fig. 1 





Canad. M. A, J. 
April 1954, vol. 70 


Only one death, however, was directly due to 
cancer. In only one case did the operative speci- 
men show infiltrative growth but in seven cases 
at operation, the lesion was found to be much 
more extensive than was suspected clinically. 
These authors conclude: 

“In view of the lesser degree of malignancy of cancer 
in situ the treatment can be more conservative than in 
infiltrating cancer. Radiotherapy has: evidently a better 
chance for success than in extensively infiltrating cancer, 


and should be seriously considered, particularly in those 
cases in which laryngectomy is the only alternative.” 


Since 1947 in the Department of Otolaryn- 
gology of the Montreal General Hospital the 
| 


Fig. 2 


Fig. 1. (Case 2).—Irregular neoplastic thickening of the mucosal epithelium with cytological 
features of carcinoma but lacking in invasive character. Fig. 2. (Case 2).—The surface epithelium 
is carcinomatous and from it there is downgrowth into the mucosa tunica propria with an 


invasive character present. 


no treatment other than the endolaryngeal re- 
moval of the nodules but she is kept under 
regular observation. 

Altmann, Ginsberg and Stout’? in 1952 pre- 
sented a larger series of cases. They reviewed 312 
cases of laryngeal epithelioma over a ten year 
period 1940-1950. Fifty-seven of these showed 
intraepithelial changes warranting the diagnosis 
of intraepithelial epithelioma. Nine of these were 
cases of recurrent papillomata in which there was 
some doubt regarding the diagnosis. Nineteen of 
the remaining 48 cases showed some degree of 
infiltrative growth. The remaining 29 cases or 
9.3% of the total number of laryngeal cases 
showed only intraepithelial cancerous changes. 
In 27 cases the lesion was intrinsic, and in two 
cases it was extrinsic. Twenty-seven of the 29 
cases were followed up after treatment. 


Summary of treatment and results. 


Biopsy only—4 (3 alive and well). 
Laryngofissure—11 (10 alive and well). 


ae © ectomy—2 (1 alive and well). 
Radiotherapy_—10 (5.alive and well). 





diagnosis of intraepithelial carcinoma of the 
larynx has been made in the following four cases. 


CasE 1 


This case was reported in 1952 as a case of keratosis 
laryngis which developed intraepithelial carcinoma and 
also invasive carcinoma.1% 


CasE 2 
A 69-year old male was admitted to the Montreal Gen- 


eral Hospital on August 13, 1947, complaining of hoarse- 


ness for the past ten years. This had suddenly become 
worse in the past three months. Past history was not 
contributory. Physical examination showed a well de- 
veloped, well nourished male. Blood pressure was 130/76. 
Blood Wassermann was four plus and cerebro-spinal 


- fluid Wassermann was weakly positive. Chest aay 
e 


were negative. Electrocardiogram showed “a possib 
old posterior focal lesion”. 

La oscopy showed moderate hypertrophy of both 
eceal conde: The middle third of the left vocal cord 
showed marked heaping up of the tissues, the surface 
of this area bein caer and covered with a white 
exudate. Biopsy from the left vocal cord was reported 
as showing intraepithelial and possibly early invasive epi- 
dermoid carcinoma. 

The patient at first refused any form of treatment to 
his larynx, and anti-syphilitic treatment was started. On 
September 18, 1947, several biopsies were taken from 
the right vocal cord. One of these biopsies showed intra- 
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epithelial carcinoma. On October 4, biopsy from the 
right cord was repeated and no tumour was found. Pa- 
tient was readmitted in November, 1947. Direct laryn- 
goscopy showed a flat irregular ulcerated area on the 
left vocal cord and a polypoidal growth on the. anterior 
third of the right ised, Biopsies were taken from both 
cords. These showed non-suppurative inflammation of the 
right and left true vocal aa with intraepithelial carci- 
noma of the left cord and epidermization of the right. 
At this time, all the previous sections were reviewed. The 
first and last biopsy from the left cord showed an epi- 
dermoid type of carcinoma, focal and intraepithelial in 
the first but more diffuse and probably superficially in- 
vasive in the last. One biopsy from the right vocal cord 
showed intraepithelial carcinoma on one occasion. This 
was not confirmed on subsequent biopsies. 

The patient persisted in his refusal to have any opera- 
tive interference but eventually consented to have x-ray 
therapy. He received a tumour dose of 4,500 “r”. On 
his last visit to the Out-patient Department in March, 
1948, it was noted that the laryngeal airway was quite 
narrow. He refused further treatment and follow-up 
through his family physician revealed that he died of 
‘laryngeal obstruction in 1952. 


Figs. 1 and 2 show the microscopic pathology. 


Comment.—This is apparently a case of intra- 
epithelial carcinoma which went on to invasion. 
The picture was complicated by the possibility 
of luetic laryngitis. We realize that the treatment 
was inadequate but this was largely due to lack 
of co-operation on the part of the patient. 


Case 3 


A 7l-year old male was admitted to the Montreal 
General Hospital on December 27, 1951, with the com- 

laint of hoarseness of two months’ duration. Laryngeal 

iopsy was taken at the Jewish General Hospital the 
week before, and the report from there states that “The 
histological diagnosis was intraepithelial carcinoma (non- 
invasive) of the larynx”. The report further stated that 
“The man’s left vocal cord had been previously 
biopsied on September 15, 1949, at which time no patho- 
logical diagnosis could be made, but the ‘possibility of a 

apilloma was considered.” Past history revealed that he 
had had intermittent attacks of hoarseness “for years”, 
but was otherwise not contributory. 

Physical examination revealed a well nourished white 
male. There was a Grade II apical systolic murmur. 
Blood pressure was 180/80. Electrocardiogram was “sug- 
gestive of right ventricular changes”. Kline was negative. 
Urine was clear. Chest x-ray was negative. 

Direct laryngoscopy showed normal movement of both 
cords and a small irregular growth on the left true cord 
at the junction of the middle and posterior third. This 
area and also the surrounding tissue was removed endo- 
scopically. Section of this tissue and further biopsies 
taken three days later did not reveal any evidence of 
malignancy. 

Neither the patient nor his family would agree to 
further surgical treatment. It was considered that the 
focus of malignancy had probably been removed endo- 
scopically but as an added precaution he was given a 
course of deep x-ray therapy. The tumour dose was 
5,900 “r”. This patient is still alive and well with no 
evidence of recurrence. 


Comment.—Regardless of the subsequent nega- 
tive biopsies we believe that the treatment of 
choice in this patient would have been laryngo- 
fissure and removal of the involved vocal cord. 
This procedure is, we think, less. disturbing to the 


_ flammation of the right voca 
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patient and offers a better chance of cure in 
this type of lesion than does x-ray therapy. 


CasE 4 


A 54-year old male was admitted to the Montreal 
General Hospital on September 28, 1952, with the 
history of having suddenly become hoarse two months 
prior to admission. He consulted an otolaryngologist in 
his own city where biopsies were taken from each cord. 
Biopsy from. the right cord showed carcinoma and he was 
referred to the Montreal General Hospital for treatment. 
Past history revealed that he had had a nephrectomy 
(right) in 1938. 

The blood pressure was 140/76. Hemogram was 
normal with a hemoglobin of 14.3 gm. Kline (blood) 
was negative. X-ray of chest was clear. Urine was clear. 

Direct laryngoscopy under Pentothal and local anezs- 
thesia showed a little irregularity of each cord just 
anterior to the vocal process. This irregularity was 
slightly more pronounced on the right cord. Several 





Fig. 3. (Case 4).—Localized intraepithelial carcinoma of 
the right true cord. 


biopsies taken from these areas on two different oc- 
casions showed only ee and mild non-specific in- 
cord. However, the slides 
from the biopsies taken prior to his admission were 
reviewed. Those from the left cord showed a minute 
simple epithelial polyp but those from the right cord, 
however, showed a thickened keratotic atypical squamous 
epithelium with morphological features of an intra- 
epithelial carcinoma. No infiltrating cancer was seen. 
On October 6, 1952, tracheotomy and laryngofissure 
was performed. The right true and false cord, approxi- 
mately one-third of the right arytenoid and about % cm. 
of the anterior part of the left true cord were removed. 
The patient was able to swallow fluids and soft diet on 
the first postoperative day and on the second day the 
tracheotomy tube_was removed. Convalescence was un- 
eventful and he was discharged on October 19, 1952. 
Fig. 3 which is taken from pathological sections of 
the removed tissue, shows that in one area of the right 
true cord the lining epithelium is seen to become 
markedly acanthotic and the rete pegs are elongated. 
The prickle cells here have lost their polarity, many of 
them being atypical with large vesicular nuclei having 
one or more prominent nucleoli. Intraepithelial pearls 
and individual cell keratinization is a feature. Many of 
the cells are vacuolated. Mitotic figures are present but 
not abundant. The basement membrane is_ intact 
throughout and there is no frank invasion of the tunica 
propria which is infiltrated with lymphocytes beneath 
the lesion. 


Comment.—Further intraepithelial carcinoma 
was found in the postoperative. specimen al- 
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though it was found in only the first of several 
preoperative biopsies. More extensive endoscopic 
removal of the involved area might have been 
adequate in this case. We believe, however, that 
in view of the location of this tumour (i.e. near 
the junction of the middle and posterior thirds ) 
the more radical excision was justified. 


SUMMARY AND CONCLUSIONS 


Intraepithelial carcinoma is microscopically an 
actual carcinoma and should be treated as such. 
It does, apparently, eventually become invasive. 
The period of time between intraepithelial car- 
cinomatous changes and invasion is a very vari- 
able factor. This is illustrated by reported cases 
in which a long period of time supervenes 
between diagnosis and ultimate successful 
treatment. 

The question as to whether this type of car- 
cinoma should be treated differently from inva- 
sive carcinoma is apparently still controversial. 
Our personal experience with this type of tumour 
is still too limited to allow us to make positive 
statements as to the proper treatment. If we may 
be permitted, however, to draw conclusions from 
these four cases, the treatment of intraepithelial 
carcinoma should not vary greatly from that of 
the invasive type. With a few exceptions the 
same indications for surgical removal should be 
observed. 
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MEASURING ANXIETY 


A time-honoured method of detecting a guilty person 
in a group depends upon the appearance of sweating in 
the anxious individual. This technique, used for centuries 
by African witch doctors, is now being studied in the 
Department of Psychology, USAF School of Aviation 
Medicine, Randolph Field.” Texas, in connection with the 
quantitative measurement of anxiety. Subjects tested are 
required to hold in the hand for 15 minutes a small ba 
containing hygroscopic crystals (anhydrous silica gel) 
and anhydrous cobalt chloride as a valiant indicator. The 
result, showing the intensity of palmar sweating, is read 
by matching the colour of the crystals against prepared 
standards. Significant differences were found between 
results in apprehensive airmen and their calm and re- 
laxed. colleagues. 
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EPENDYMOMAS OF THE 
FOURTH VENTRICLE 


ROBIN BELL-IRVING, M.D.* and 
DAVID J. LEWIS, B.A., M.D.,t Toronto 


THE DIFFICULTY of accurate diagnosis of lesions 
involving the posterior fossa is well known. One 
of the notorious lesions of the area is the ependy- 
moma of the fourth ventricle. In childhood and 
in some adults it presents quickly as ventricular 
block with the characteristic signs of increased 
intracranial pressure. However when the tumour 
is slower growing or block does not develop, a 
bewildering history is often obtained of neigh- 
bourhood signs evoked from the brainstem and 
cerebellum. Two examples were recently seen at 
Sunnybrook Hospital and prompt this report. 

Ependymomas are the commonest _ intra- 
medullary tumours of the spinal cord. They 
occur throughout the ventricular system and are 
more frequent in the fourth ventricle (Ringertz 
and Reymond). They were described originally 
by Bailey in 1924 as tumours springing from the 
ependymal cells lining the ventricles and central 
canal. These cells are characteristically cuboid 
or columnar, and non-ciliated. Blepharoplisten 
may sometimes be demonstrated as a group of 
small rods in the cytoplasm with special stains. 
Bailey divided these tumours into ependymomas 
and ependymoblastomas, on the basis of the 
degree of their histological maturity. Ependymal 
cells are generally thought to develop through 
four main cell types—undifferentiated germinal 
cells of the neural tube, primitive spongioblasts, 
ependymoblasts, and finally ependymal cells. 
The primitive spongioblast resembles a stemmed 
wine glass with its mouth on the ependymal 
canal and its foot on the cortical surface. The 
ependymoblast is ciliated and the foot has been 
broken off the wine glass. The ependymal cell is 
similar except that the stem has been broken off 
short. Bailey makes the presence of these fibril 
stems the criterion of diagnosis. Kernohan uses 
the general appearance of the cells, having 
divided the tumours into, cellular, epithelial and 
myxopapillary. The popularity of these divisions 
is decreasing (Ringertz and Reymond). Differ- 
entiation should be made from papillomata of the 
choroid plexus. Both of these tumours can be 
malignant. 


*Department of Pathology, Sunnybrook Hospital, Depart- 
ment of Veteran’s Affairs, Toronto, Ontario. 

+Assistant Resident, The Henry Phipps Psychiatric Clinic, 
The Johns Hopkins Hospital, Baltimore 5, Md. 
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Tumours in the fourth ventricle occlude the 
cerebrospinal fluid drainage either rapidly or 
slowly. Several asymptomatic cases have been 
reported as incidental findings at autopsy 
(Barnett and Hyland; Russell). Surgically the tu- 
mours are formidable problems, being attached 
most frequently to the floor of the fourth ven- 
tricle overlying the vital centres, and fatalities 
have occurred suddenly during operation. Bailey 
reports a ten year cure in which a subtemporal 
decompression was done without biopsy. Both 
of our cases were fatalities, although one case 
came to operation. 


CasE 1 


C.W.M. This 42 year old veteran complained of 
constant and severe headaches and clumsiness of the 
right hand for two and one-half years. The headaches 
were frontal and occipital. The frontal element was 
relieved following intranasal surgery. The occipital pain 
increased a year before admission. It was accompanied 
by vomiting and made worse by sudden postural changes, 
straining and coughing. For the last two weeks, they were 
severe enough to wake the patient at night. For a year 
and a half, he had conanlaaee diplopia, blurring of vision 
and regurgitation through the nose. For one year he 
had been unsteady on his feet, For six months he had had 
dysphagia and difficulty initiating urination, with stop- 
pages. 

When first seen, the patient had nystagmus, absent 
gag reflex, rigidity, wavering and awkwardness of the 
right arm, clumsiness in the finger-nose test and slight 
right intention tremor. The abdominal reflexes were 
absent. Position sense and stereognosis were impaired in 
the right hand. The patient walked with a wide base 
and lurched to the right. The Romberg test was positive. 

After admission symptoms continued to progress until 
operation eight weeks later. There developed hyperzemia 
and a few small hemorrhages around the left disc, 
marked cerebellar signs in the right hand, a cerebellar 
head position, static tremor and drooping of the right 
shoulder. There was loss of position and vibration sense 
in the right arm and leg. 

The cerebrospinal fluid pressure was 170 mm. of 
C.S.F., total protein, 54 mgm. per 100 c.c. E.E.G. re- 
vealed suppression of alpha rhythm between the right 
ear and the lateral right occipital electrode on the right, 
with random 83 to 6 second waves on the right side. Uni- 
form dilatation of the lateral and third ventricles was 
demonstrated by a ventriculogram. 

The clinical diagnosis was a lesion involving the right 
side of the cerebellum or cerebellar peduncles, mesial 
fillet and vagal nuclei in the medulla. It was considered 
that the tumour was probably outside the brain-stem 
and infiltrating. The radiologist, however, suggested a 
fourth ventricular tumour with the possibility of stricture 
of the aqueduct. 

At operation the posterior fossa was entered and a 
tumour was found overlying the medulla. Its inferior pole 
was not seen even after removing the posterior arches of 
the atlas and axis. A biopsy was taken and a Torkildsen 
ventriculocisternostomy tube was installed. Postopera- 
tively, there was increasing paralysis of the tenth and 
eleventh nerves with difficulty maintaining airway. He 
became intermittently cyanotic and had marked varia- 
tions in pulse, temperature and blood pressure. A 
ventricular puncture’ showed normal pressure. He died 
a respiratory death six days postoperatively. 


At autopsy there was considerable postopera- 
tive softening of the right cerebellar hemisphere. 
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A large smooth tumour distorted the contour of 
the upper medulla, resulting in an egg-shaped 
bulge, more marked on the right side of the 
brainstem. Microscopically the cells were 
grouped around clear spaces filled with fibrils. 
The nuclei were varied, some rounded, some 
oval, with mitoses rare. The tumour was well 
demarcated from the adherent medulla by a 
layer of gliosis, and reduction in the number of 
nerve cells was noted in the subjacent tissue. 


Case 2 


R.R. This 62 year old veteran gave a 33 year history 
of severe epigastric and right upper quadrant pain, asso- 
ciated with nausea and vomiting. Repeated. negative 
G.I. investigation was made at intervals throughout this 
period. 


During the final three years, he had four prolonged 
attacks of vomiting without pain lasting, in each case, 
for several weeks. During each of these attacks, the pa- 
tient was admitted to Sunnybrook Hospital, where he 
was found to: have marked aerophagia and eructation. 
Extensive investigation was again unproductive and a 
diagnosis of functional dyspepsia was made each time, 
the patient improving markedly on bed rest, reassurance 
and soft diet. 


The final admission was preceded by progressive 
weight loss, inconstant diplopia, staggering with pitch- 
ing forward, worse on arising, weakness of the legs with 
occasional dragging of the toes and tremor of the hands 
for a year. Attacks of vertigo and occipital headaches 
had been present for five months. 


Physical examination revealed a pale, fatigued looking, 
dehydrated man of 62, frequently swallowing and belch- 
ing. His speech was thick; There was coarse nystagmus to 
right and left; the tongue was relatively immobile, and 
the mouth appeared to retain saliva. There was weakness 
and wasting of both lower limbs; also a slight tremor at 
rest of both hands, more marked on the left; reflexes were 
hypoactive but present. In the Romberg test, the pa- 
tient fell to the left; in walking, he did not swing his 
arms. 

Lumbar puncture, skull plates, G.I. series, barium 
enema, and sigmoidoscopic examinations were all normal. 
Electroencephalogram showed sharp waves and spikes of 
high voltage in the left central region, interpreted as a 
deep chronic lesion in that area. A diagnosis was made 
of a secondary tumour in the posterior fossa possibly from 
a gastro-intestinal or pulmonary primary. 

An air encephalogram was attempted but air could 
not be passed into the ventricles. The cerebellum ap- 
peared normal, being outlined by the cisterna magna. 
The patient refused a ventriculogram. 

His course in hospital was marked by four exacerba- 
tions with the same clinical picture each time. This 
included marked drowsiness, frontal headaches, vomiting, 
pyrexia and dysphagia. In addition there was paralysis of 
conjugate movements of the eyes, cerebellar inco-ordina- 
tion, and neck stiffness. Between attacks he returned to 
his admission status. 

Finally the patient became drowsy, disorientated and 
then comatose. The eyes became fixed in forward gaze 
and the signs of decerebrate rigidity developed. Papill- 
cedema was not seen. Spastic paralysis of all limbs de- 
veloped, occurring first on the left side, then involving 
both sides. The reflexes initially were increased in the 
limbs, more marked on the left, but the toes remained 
downgoing. There was paralysis of the left lower face, 
spreading later to the other side. The tongue protruded 
to the left initially and then became immobile, os 
airway and suction. The neck was stiff and painful wit 
sub-occipital tenderness. An aspiration pneumonia de- 
veloped and he died. 
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At autopsy the medulla was asymmetrically 
enlarged and fitted tightly in the posterior fossa. 
There was cerebellar coning. A firm greyish 
adherent tumour filled the fourth ventricle, com- 
pressing the surrounding structures. There was a 
slight amount of internal hydrocephalus of the 
lateral and third ventricles. Microscopically the 
tumour was composed of oval and regular cells 
with dark nuclei arranged in rosettes separated 
by dense glial tissue. 
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of structures than increased intracranial pressure. 
Hyland and Barnett noted papilloedema in 16 
of their 17 cases. It is of interest that this tumour 
mimicked the syndrome of the middle cerebellar 
lobe (vermis ) with difficulties of stance and gait, 
whereas the picture in the previous case was 
lateral cerebellar, with clumsiness and dysmetria 
of the hand. Nystagmus is found almost uni- 
versally in these tumours and was present im both 
of ours. 





Fig. 1 


Fig. 2 


Fig. 1. (Case 2).—The basal view of the brain shows the widened pons and medulla. There 
is furrowing of the cerebellar tonsils, which, with the brainstem, were firmly engaged in the 
foramen magnum. Fig. 2. (Case 2).—Midline sagittal view of the brainstem shows the tumour 
filling the posterior fourth ventricle. The medulla is flattened and spread; the vermis is 


displaced upwards. 


DISCUSSION 


The first case had as initial symptoms head- 
‘ache and clumsiness of the right hand. The 
headaches had a postural component, and were 
abruptly intermittent, suggesting a recurrent 
cerebrospinal fluid block. The characteristic 
shoulder radiation of the suboccipital headaches 
was not in evidence. 

The simultaneous onset of urinary retention 
and dysphagia is characteristic of tumour of the 
fourth ventricle according to Bailey. In intra- 
ventricular tumours, long tract signs are rare in 
the cerebellar system. It is interesting to note in 
this case the involvement of position sense and 
stereognosis. 

In the second case papilloedema was never 
seen. This would indicate that the lesion was 

operating more by irritation and displacement 


The last case showed rather well the inter- 
mittent syndrome of brainstem compression re- 
ferred to by Bailey, Jefferson, Cairns and Purdon 
Martin. The compression may produce exacerba- 
tions lasting a few minutes or several days, and 
usually goes on to death. It would appear to be 
a displacement pressure caused by the tumour 
mass within the ventricle, and is often inde- 
pendent of increased supratentorial pressure 
(case No. 1 above, and Jefferson). It may cause 
marked neck rigidity, and be more painful ‘on 
moving the head. The characteristic signs of this 
condition are periods of decreased consciousness 
(“parasomnia” of Jefferson), paralysis of con- 
jugate eye movements, tongue and swallowing; 
tremor at rest and of intention; vomiting, vertigo, 
urinary incontinence; reflex diminution, and 
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marked disorders of the vital functions. The last 
patient survived several of such exacerbations. 
He was relatively free of symptoms for five 
weeks but finally succumbed in the last. The 
temptation, during these crises, is to carry out 
a lumbar puncture to rule out meningitis. The 
danger is obvious. 

The production of several varieties of ab- 
dominal pain by a fourth ventricle tumour has 
been reported before (Bailey and Gauss) and 
is apparently common. Gastric neurosis is not 
infrequently diagnosed in such cases (Barouk, 
Barnett and Hyland). 
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centres of the medulla, signs of block to the 
ventricular ‘system and signs of increased intra- 
eranial pressure. 


2. A rough guide to differential diagnosis of 
the common lesions of the posterior fossa is 
included. 
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TABLE I. 
DIFFERENTIAL DrAGNosis OF PosterIoR Fossa TuMoURS 
Fourth Cerebellar _| Cerebello-pontine angle 
ventricle Brainstem 
Middle lobe Lateral lobe 
= Acoustiv Neuroma 
SOME. 050s Ependymoma| Glioblastoma Hemangioblastoma| Hemangioblastoma| Meningioma 
Papilloma Hemangioblastoma| Astrocytoma Medulloblastoma | Epidermoid cyst 
Medulloblastoma 

Increased I-C 

pressure...... Early Late, except Rapid Rapid Usually late, 

midbrain sometimes early 

Cranial nerve 

involvement. ..|Rare, except | Early Late Late Early, VIII, V, VII 

VIII 

Long tracts... . .|Late Early Occasional Contralateral Late 
Sympathetic Rare Yes No No No 
Stance and gait. .| Yes Late Yes Late No 
Incoordination 

and dysmetria.|Yes Yes Late Yes Yes 
Nystagmus...... Yes Yes No Yes Yes 
Visceral 

symptoms..... GI,/GU Yes — No No No 





Less common pathological entities: 





Arnold-Chiari syndrome, platybasia, congenital dislocation of the odontoid process, chordoma, aneurysm of the basilar 
artery, invasion by nasopharyngeal carcinoma, and syringobulbia. 





These cases illustrate the widely variable 
courses of posterior fossa tumours. Relatively 
characteristic pictures for each are tabulated 
below. The less frequent lesions are also listed. 
X-ray studies may help, but explorations are 
usually required to make a firm diagnosis. 


SUMMARY 


1. Two cases of ependymoma of the fourth 
ventricle are presented illustrating the long, 
complicated and intermittent course. Tumours 
in this situation may produce a variety of fea- 
tures; these include cerebellar upsets, involve- 
ment of brainstem nuclei, the long sensory and 
motor tracts of the cord, the vegetative and vital 
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UN CAS DE GROSSESSE 
GEMELLAIRE A REPETITION 
MULTIPLE 


JOS. A. BERGERON, M.D., 
St. Joseph d’Alma, Que. 


LE QUATRE JANVIER dernier jai assisté une mere 
de famille qui donnait naissance a un sixieéme 
couple de jumeaux. Mariée le ler mai 1946, 
elle a dabord donné naissance 4a trois couples de 
jumeaux 1947-48-49, ensuite un garcon unique 
en 1950, suivi de trois autres couples de jumeaux 
1951-52-54, c'est done dire que dans sept ans 
cette mere a donné naissance a treize enfants. 


Voici en résumé la famille: age des parents a 
la date du mariage; le pére 22 ans, la mére 23. 








Date de Poids 
Noms naissance naissance Poids actuel 
Raymond et 18 fév. 1947 1% lbs. — 
Raymonde 2 . act: 49 lbs 
Ronald et 18 juil. 1948 Bec 40 ‘ 
Ronaldo * ee? 40 “ 
Jacques et 18 juil. 1949 634 “ 48 “ 
Jacqueline % ee. => ae 
Clément 7 sept. 1950 64% “ 38 “ 
Jules et 10 aoait 1951 RB 30 “ 
Julien re % 4l4 “ 30 “ 
Francoise et 10 déc. 1952 6144 “ 26 “ 
Francine é3 = 634 “ 29 * 
Christian et 4 janv. 1954 : 
Christiane " “ 64 “ —— 

1. Raymond décédé trois jours aprés la naissance. 


Faible et débile. 
2. Jules et Julien prématurés 714 mois, tous les autres 
sont nés a terme. 





En considérant de pres ce tableau nous voyons 
que les trois premiers couples sont nés le méme 
quantieme (le 18 du mois), et deux couples sont 
nés le 10 du mois, le dernier couple a brisé 
lharmonie des quantiémes, mais tout de méme 
l'accouchement était prévu entre le 8 et le 12 
janvier. On voit aussi que tous les ‘enfants sont 
demeurés normaux de la naissance jusqu’a 
aujourd hui. Aucune infirmité et aucune malfor- 
mation. Ils ont tous lintelligence des enfants de 
leur age. 

Tous ces enfants sont nés a terme, excepté un 
couple a sept mois et demi; a leur naissance ils 
étaient tous normaux pesant de six a six livres et 
trois quart. 


_ Jai vu chez les auteurs que jai pu consulter 
des multiparités de grossesses gémellaires, mais 
la plupart du temps ces grossesses ne se rendaient 
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pas a terme, ou bien elles étaient espacées par 
deux ou trois enfants uniques. 

Dans le cas que nous décrivons, il y a seule- 
ment un enfant unique au milieu des six couples, 
et encore peut-on étre certain que cet enfant 
était unique? Un des foetus peut mourir dans les 
tout premiers mois, et l'autre continuer 4 vivre. 
Ce qui me porte 4 ‘formuler cette opinion; ce 
sont d’abord les grossesses antérieures et posté- 
rieures a cet enfant unique. C’est encore cet 
enfant qui a été le plus malade et le plus faible 
de sorte qu'il semble souffrir d'une certaine tare. 
Il a dabord fait du rachitisme, ce que on ne 
trouve pas chez les autres, et encore aujourd hui, 
lorsqu’il est malade se défend-il trés mal, surtout 
contre les maladies infectieuses. 

Cette femme a une double ovulation 4 chaque 
menstruation, soit que les deux ovules soient 
fournis par le méme follicule de Graaf ou par 
deux follicules différents siégeant soit sur le 
méme ovaire soit sur les deux. Toutes ses gros- 
sesses ont été bivitellines. Sur les six couples de 
jumeaux il y a trois couples garcons et filles, deux 
couples de garcons et un couple de filles, donc 
différence de sexe. Chaque foetus est enfermé 
dans une loge spéciale constitué par un chorion 
et un amnios et les deux placentas se touchent 
par leurs bords donnant limpression d'un pla- 
centa unique, mais lorsqu’on y regarde attentive- 
ment on trouve toujours deux placentas distincts. 

Les jumeaux univitellins présentent habituel- 
lement tout au point de vue physique quau 
moral une ressemblance parfaite et les foetus sont 
toujours du méme sexe. Pour les jumeaux qui 
nous concernent il n’y a pas cette ressemblance 


parfaite ni au point de vue physique ni au point 
de vue moral, méme pour les couples du méme 
sexe. 

Certains auteurs nous disent que lhérédité a 
une action non douteuse surtout celle de la mere. 
Pour ce cas lhérédité ne semble pas entrer en 
ligne de compte. D’abord pour le pére aucun 
antécédent jusqu’a la quatriéme génération; chez 
la mére a la quatrieme génération on trouve un 
couple de jumeaux. L’hérédité ne joue donc pas 
un grand réle dans ce.cas. 

Je soumets a l’attention de la profession mé- 
dicale ce cas extraordinaire, unique et typique en 
son genre. Je sais que les chercheurs vont nous 
donner leurs opinions sur ce cas. 
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MULTIPLE TWIN BIRTHS 


JOS. A. BERGERON, M.D., 
St..Joseph d Alma, Que. 


On January 4, 1954, I delivered a patient of her 
sixth pair of twins. Married on May 1, 1946, she 
had given birth to twins in three successive 
years, 1947, 1948 and 1949; then one boy in 1950, 
followed in the next three years by three other 
pairs of twins. 

Thus in seven years this woman has borne 
thirteen children. She was 23 and her husband 
22, at the time of their marriage; the following is 
a tabulation of this remarkable family. 





Birth 
weight Present weight 





Names Date of birth 

Raymond Feb. 18, 1947 11% |b. (Died in 3 days) 
Raymonde _ 6 Ib. 49 lb. 
Ronald July 18, 1948 6 lb. 40 lb. 
Ronaldo o i 6 |b. 40 Ib. 
Jacques July 18, 1949 634 lb. 48 Ib 
Jacqueline , ze 61% lb. 42 lb 
Clement Sept. 7, 1950 614 |b. 38 |b 
Jules Aug. 10, 1951 4 |b. 30 Ib 
Julien ~ = 41% lb. 30 Ib 
Francoise Dec. 10, 1952 61% lb. 26 Ib 
Francine ‘ = 634 |b. 29 lb 
Christian Jan. 4, 1954 6 |b. —— 
Christiane - ee. 614 lb. —— 


The first boy (Raymond) died three days after birth; 
he was a weakling. 

The fourth pair was premature at 74% months. All 
the others went to term. 





It will be noted that the three first pairs were 
born on the 18th of the month, and two pairs of 
the 10th. The last pair broke the rhythm, but the 
date had actually been calculated to be between 
the 8th and the 12th. 

The remarkable features of this case are: the 
short period of time in which the children have 
been born; that they all went to term, except one 
pair; and their healthy condition, except for the 
first boy. According to such authorities as I have 
been able to consult, such multiple gestations do 
not usually reach term, and also, they are usually 
interrupted by two or three single births. 

In this instance there is only one single birth 
amongst the six pairs, but was this actually a 
single birth? It-is possible for one foetus to die 
early after conception and for the other to con- 
tinue its growth. I suggest this partly because of 
the twin births preceding and following the 
single; also because this child is of weak con- 
stitution; for example he showed evidence of 
rickets, which did not occur amongst the others, 
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and his response to any infections is more severe 
than in the case of the other children. 

It looks as if this woman has a double ovula- 
tion at each menstruation, either from the same 
Graafian follicle, or from. two follicles in the 
same ovary, or from the two. If this is so, why 
this single birth? 

These were all fraternal twins; three pairs of 
a boy and a girl, two pairs of boys and one pair 
of girls. Each foetus had its own chorion and 
amnion, and whilst the placentas were in contact 
with each other, careful examination showed that 
they were distinct from each other. 

Identical twins resemble each other very 
closely both physically and in their nature. Even 
in the pairs of the same sex in this series, there 
was not this exact resemblance, either physically 
or in their temperament. 

Heredity does not seem to have played any 
part in this case. The father’s family had had no 
twins for at least four generations back, and on 
the mother’s side there had been only one pair 
of twins four generations back. 





ACUTE 
LARYNGOTRACHEOBRONCHITIS 


A. K. BRADSHAW, B.Sc., M.D., Stettler, Alta. 


IN NoveMBER 1952 a two year old boy de- 
veloped acute laryngotracheobronchitis’ which 
had several interesting features that prompted 
me to make this report. We have had about 
four similar cases in the past two years but only 
one other case required tracheotomy and this was 
in an elderly lady of seventy, which was unusual 
for her age group. The child’s case is as follows: * 


This child aged 2, was seen in the office with a ten 
hour history of shortness of breath, sore throat and 
choking. The mother considered that the child had 
tonsillitis; on her bringing it to the office I was quite 
amazed to see that the child was in a severe respiratory 
condition showing cyanosis and an inspiratory crow, 
perspiring, elevated temperature and obviously quite ill. 
The past history showed otitis media in March 1952 and 
tonsillitis in May 1952. He had been inoculated against 
diphtheria. No other serious illnesses or operations. 
Family history was irrelevant. Physical examination 
showed temperature to be 101.6°, tonsils to be large and 
a bit red. There was cyanosis, indrawing of the supra- 


*The author had prepared an introductory account of this 
condition, but these details are already covered in the 
paper by Dr. J. A. Turner on the same subject: see page 
401 of this issue.—EDIToR. 
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sternal notch and rib spaces, with a suggestion of loss 
of breath sounds and dullness. in the right lung. No 
wheezing or tracheal thud could be heard. He was 
x-rayed immediately and no foreign body was seen in 
these films so he was admitted to the hospital for im- 
mediate bronchoscopy, using no anesthesia. At this time 
the typical picture of acute laryngotracheo-bronchitis 
was found, and thick crusts of inspissated mucus were 
removed from the tracheobronchial tree. No cultures 
were taken, unfortunately, at this time. This was con- 
sidered at first to be a case of foreign body and after 
bronchoscoping him it was relieving to see the dramatic 
improvement of his colour and symptoms. 


Later that night he became dyspneeic again and it 


became obvious that he would require a further bron- 
choscopy. On attempting to do this it was found that the 
larynx was so swollen from the infection and instrument- 
ation that the bronchoscope could not be inserted be- 
tween the vocal cords, so a tracheotomy was done under 
local anzsthesia with immediate relief. Approximately 
ten days later, on December 4, the child developed a 
high fever and this was relieved by bronchoscoping him 
and sucking out the tracheobronchial tree again. The 
treatment in the hospital at this time was one of fre- 
quent and constant tracheal aspirations, blood, sub- 
cutaneous fluids, oxygen, humidity, penicillin, strepto- 
mycin, and later tonic and iron. Extubation was carried 
out gradually and the patient was discharged on some 
oral antibiotic and tonic on December 24. 

Laboratory findings are unnecessary to report apart 
from the fact that he soon developed an anemia. The 
leukocytosis, which reached 12 to 15 thousand, improved 
before he was discharged. There was a culture taken 


from the tracheotomy tube shortly after he developed _ 


the high fever to determine any organisms that we 
should possibly be treating with other antibiotics and 
the direct smear showed no pus cells, many Gram- 
negative bacilli which proved to be coliform and were 
paracolon bacilli and alkaligenes. These were sensitive to 
chloromycetin. There was scant Staph. aureus and Strep. 
viridans which were also sensitive to chloromycetin. 

He was seen again at the office on January 8, 1953. 
As his mother said “He had a cold and when he cried he 
became blue.” She also noticed that his voice was higher 
pitched than usual. With this history I suspected pos- 
sibly a complication of tracheal obstruction and did a 
lateral tissue x-ray of the neck to find a granulomatous 
area occurring from the anterior wall at the site of the 
tracheotomy which partially obstructed the tracheal 
lumen. The chest x-ray appeared satisfactory. I admitted 
him to the hospital to ane the cold and then later 
remove this granuloma endoscopically. 

On this second admission I was waiting for his 
respiratory condition to improve and then remove the 
granuloma. On the night of January 24 I was phoned by 
the nurse that the child was in extremis and apparently 
completely obstructed while having a crying spell that 
evening. On nine over to the hospital I did not have 
time to get my endoscopic equipment ready so put an 
endotracheal tube into his glottis through the naso- 
pharyngeal passage and left it there until the next 
morning when I bronchoscoped him and found that the 
granuloma had broken off and. was likely coughed up. 
After removing this tube the child developed a further 
laryngeal obstruction and had to have another trache- 
otomy done on January 25 when his colour was poor and 
the breath became quite difficult. His course in the hos- 
oo after that was a gradual improvement and the 
aboratory findings were insignificant apart from mild 
anzemia which was treated. The extubation was carried 
out and he was discharged from the hospital feeling well. 
I have heard no further report of respiratory distress from 
the parents of this boy and the scar has healed well. 


DISCUSSION 


During the winter months when this disease 
is more prevalent we ‘should certainly be on the 
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lookout for the colds that seem to get worse or 
when the parents think their child has suddenly 
developed asthma. Early diagnosis and treatment 
are lifesaving in these cases. I saw several chil- 
dren die while I was interning on pediatrics 
years ago, who could have still been living if 
early tracheotomy had been done on them. This 
cannot be too strongly emphasized as it is the 
key to successful treatment. It is much safer and 
simpler to do this early and elective procedure 
under local anesthesia than to do a hurried, 
dangerous and shocking procedure, probably too 
late. Adequate oxygen and humidification in 
addition to the tracheotomy are important in this 
early treatment. 


Nursing care with proper instruction and train- 
ing in frequent sterile suction, occasional saline 
drop instillation, and constant vigilance for signs 
of complications are essential. The tired child 
should be checked even more carefully for signs 
of bronchial obstruction, acidosis, dehydration, 
and blood or cardiac complications. Avéidance of 
too much therapy, laboratory tests, visitors, etc. 
all have to be considered in preventing, fatigue. 
The early appearance of pulmonary complications 
with elevated temperature, increased respira- 
tory rate, fatigue, etc. is an indication of a 
bronchial obstruction and the prompt suctioning 
with change in position of the child usually 
relieves this temperature, but if it is not cleared 
up in a very short time and no other reason for 
its appearance can be found, then broncho- 
scopic aspiration is very rewarding. No antitus- 
sives, sedatives, atropine, or opiates should be 
given since they thicken secretions or prevent the 
cough which is so necessary to expel the exudate. 


A recent article by Ravenel and Greensboro’ 
shows dramatic results with the use of “alevaire” 
as a means of humidification. The old method of 
“steaming” has the obvious disadvantages of burn 
hazards, discomfort to patient and attendants, 
and the tendency to produce hyperpyrexia in an 
already febrile patient. Since then the use of 
“cold steam” in the croup tent has been the 
usual form of giving humidification. The only 
disadvantage to this method was the loss of the 
humidification in the lung concentration due to 
evaporation. With the advent of alevaire* the 
authors of the above publication claim astonish- 


*“Alevaire” is produced by Winthrop-Stearns and consists 
of 5% glycerine, 2% sodium bicarbonate, and “triton WR 
—1339” 0.5% in distilled water (an alkylaryl polyether 
alcohol detergent). 
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ing results in many conditions and think that 
tracheotomy will no longer be necessary. My 
feeling after reading this article was that it will 
certainly lessen the necessity of tracheotomy but 


early tracheotomy supplemented with _ this 
method of humidification seems the safest method 
if any great deal of respiratory embarrassment 
is present. 

The bronchoscope is very useful in these cases 
in obtaining cuitures and removing obstructive 
and tenacious secretions that may be present. It 
is the final word in determining the diagnosis 
since the bronchoscopic appearance of the 
tracheobronchial tree in these cases is patho- 
gnomonic. The bronchoscope has definitely been 
shown to be a diagnostic and therapeutic instru- 
ment in this particular case. It was quite a prob- 
lem for me to decide whether the granuloma 
that ‘developed at the site of the previous 
tracheotomy would be better removed surgically 
or endoscopically and whether the site of re- 
moval should be cauterized. It was the advice 
of my teacher, Dr. P. H. Holinger of Chicago, 
that it should be removed endoscopically with 
ball-bearing type of bronchial forceps. He did 
not advise the use of cauterization at the site of 
the tumour even if it were to recur. 


SUMMARY 


The case is reported of a two year old boy 
who showed a typical picture of acute laryngo- 
tracheobronchitis with complications of bron- 
chial obstruction, laryngeal oedema, toxzmia, 
recurrence of the disease and postoperative 
tracheal granuloma. We have emphasized the 
importance of early diagnosis and treatment, par- 
ticularly the early elective tracheotomy. The use 
of the bronchoscope as a diagnostic and thera- 
peutic instrument in this case has been well 
illustrated, Emphasis was also placed on the 
proper systemic care of these cases in order to 
avoid severe complications that develop such as 
septicemia, toxeemia, endocarditis, acidosis, and 
dehydration. Mention has been made of the use 
of “alevaire” as a means of humidification. 


I would like to take this opportunity of expressing my 
appreciation to my colleagues who were so helpful in 
the successful management of this case—Dr. J. S. Camp- 
bell who did both tracheotomies and handled the post- 
operative tracheotomy and extubation care so well; and 
to Drs. G. P. Weih and J. M. Waddell who gave 
valuable assistance at times of my absence. 
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MEDICAL INSTITUTES* 





ALAN GREGG, M.D., 
Big Sur, California, U.S.A. 


I SHALL Avolw a common practice of speakers, 
namely to begin so far away from the subject 
that their hearers, more nearly captive than 
captivated, sit in strained bewilderment, which 
the speaker misinterprets as interest, though 
actually they are waiting for some reasonable 
clue as to what he has chosen as the subject of 
his talk. I am going to talk of institutes in the 
field of medicine: not of this Institute but rather 
more broadly and generally of medical institutes, 
their nature, purposes, and component parts. 

Having thus advised you of my direction and 
destination these remarks will now admittedly 
begin at some distance from the subject, the 
better to locate it in the matrix of the facts that 
make the kind of human associations we call 
institutes important now and for the morrow of 
Medicine. 


By a notable if not, indeed, a very remarkable 

uality of human intelligence we are at times 
able to guess that some statement is probably 
important even when we cannot honestly say we 
fully understand it. My younger years were 
stithdded with experiences of this sort; often 
elusive, sometimes incomprehensible, but nearly 
always memorable. Consequently I came to 
relish Swedenborg’s definition of revelation as “a 
clouding over or obscuring of Divine Truth”. 
Such experiences were not to be dismissed with 
the easy apostrophe of “important if true”. 
They were more arresting than that, for they 
deserved the comment “important if under- 
standable”. 

Now among such revelations—in the Sweden- 
borgian sense—that I .remember vividly was a 
remark made at Oxford to my chief Dr. Richard 


*Address at the Montreal Neurological Institute, at the 
opening of the new wing, November 20, 1953. 
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M. Pearce. I cannot trust my memory but I think 
it was Sherrington who made it. It ran. in this 
wise: ’ 


“After some hundreds of years of experience we think 
we have learned here in Oxford how to teach what is 
known. But now with the undeniable upsurge of 
scientific research, we cannot continue to rely on the 
mere fact that we have learned how to teach what is 
known. We must learn how to teach the best attitude 
to what is not yet known. This also may take centuries 
to acquire but we cannot escape this new challenge— 
nor do we want to.” 


I knew at the time that that statement was 
important but I also knew that it would take 
me time to understand it. It has. Even after some 
thirty years I cannot be sure I understand all its 
implications. For example, is it profitable to 
regard an institute in one of the clinical branches 
of medicine as the right way to teach the best 
attitude to what is not yet known? Is learning the 
right attitude to the unknown the vital core of 
this new form of association we call an institute? 
I think it probably is. But even more probably, I 
think it is wise to reflect on what institutes are, 
suspending final decision until we see the matter 
as a whole. I wonder, for example, whether the 
research method will not transform the structure, 
the methods and the purpose of all of university 
education in, say, the next five decades. And 
what of secondary education? Indeed will educa- 
tion as a whole not be profoundly changed? Is an 
institute the forerunner and the prototype of 
higher education in the future? 


For still another reason some increased reflec- 
tion upon what we call institutes may be needed 
today and in the future. All human institutions 
must reckon with two forces. Their resulting con- 
duct represents a sort of parallelogram of forces. 
One is the inherent intent to supply stability of 
purpose and effort, the other is to be promptly 
and delicately responsive to changes in the en- 
vironment and even changes in objectives. The 
French economist Francis Delaisi had an inter- 
esting interpretation of institutions. Their pur- 
pose, he held, was to supply the stability needed 
for long-term operations. For the long-term 
operation of raising a family we have the institu- 
tion of marriage. For the raising of crops we have 
the various institutions of real property, land 
tenure, etc., so that he who ploughs may reap. 
For manufacture and commerce we have banks. 
For education we have schools and universities. 
Indeed Delaisi was so impressed by the 
constancy with which institutions supply sta- 
bility for human effort that he came to regard 
stability no longer as a mere characteristic of 
institutions but rather as the essential purpose 
of institutions—namely to provide the stability 
that men and women of tenacious purpose re- 
quire for bringing long-term operations to a 
successful end. 


And yet we cannot safely exalt our need for 
stability and continuity to be the end-all of an 
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institution. We must needs adjust the institution 
to change—or see it perish of its own brittleness. 
Who can deny that stability can be pushed too 
far? It was Bertrand Russell I believe who sug- 


- gested a new and impish form of conjugating 


various verbs: “I am firm, you are insistent, he is 
pigheaded” or “I think, you cerebrate, he 
theorizes” or “I am open-minded, you are un- 
certain, he is positively schizoid.” Obviously even 
excellent resolves and policies can be pushed too 
far—there comes a time when it is reasonable to 
dispense with reasons. Even certainty, stability 
and determination have their proper limits. As 
Oscar Wilde observed “When you break the 
little laws the big laws begin to operate.” 


And so with human institutions: stability must 
reckon with adjustability if we are to be con- 
cerned with survival. Nearly all institutions, and 
a fortiori institutes, maintain a precarious bal- 
ance between opposing forces; tenacity in the 
face of adaptability, stability risking extinction 
in a world forever changing. 

If the very survival of human associations de- 
pends upon the skill with which they steer be- 
tween the Scylla of senseless rigidity and the 
Charybdis of unpredictably erratic changeful- 
ness, then what is the wise course in these 
singularly changeful times in which we live? For 
clearly we live at a time when the circumstances 
of daily life are changing more rapidly than they 
have ever changed in man’s experience. As Elton 
Mayo insisted ours is an adaptive not a tradi- 
tional civilization. What tradition could we con- 
sult to guide our conduct in point of atomic 
bombs, jet planes, and television, antibiotics, 
ACTH, artificial insemination and even artificial 
rainstorm? What guidance is there in the Hip- 
pocratic Oath for the problems of birth control? 
There is no mention even of preventive medicine 
in that Oath. 

For these reasons and their cumulative impact 
on our traditional forms of living and working 
together, I would insist that we would be wise 
to hold our medical institutes up to careful re- 
view; not because I suspect there is something 
wrong about them, but because it is so impor- 
tant to know exactly what is right about them, 
and thus what we can count on. Goethe held 
that it is important to know as much as possible 
about what you want most of all, because sooner 
or later you are so likely to obtain it. 

Medical -institutes generically have for me two 
leading characteristics; one, that of a deliberate 
independent identity, and the other that of some- 
thing initiated or originated for a new and 
specific purpose. The words “task force” con- 
note an ad hoc specified focus of attention and 
energy. One might say, if the new phrase has not 
already become a cliché, that an institute is an 
institutionalized task force. 

Now the advantages of having a declared and 
recognized separate status for an institute in a 
university depend in large measure on the way 

‘ 
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in which it articulates with other members of 
the body corporate. I like my arms to have 
separate parts articulating with each other by 
means of strong, supple and painless joints, 
though of course complete rigidity from shoulder 
to finger tips might appeal to the administrative 
principles of uniformity, simplicity of control 
and predictability of behaviour. Clearly an arm 
with several separate units articulating painlessly, 
freely and yet tightly works far more effectively 
than a single rigid unit. Everything depends on 
the quality of the joints. By the same token the 
character of an institute’s articulations with other 
members of the university decides whether you 
will be partners in a beautifully supple and 
adroit instrument, or contributors to acute rheu- 
matic inflammation or a chronic anchylosing 
arthropathy; in simpler terms and fewer syllables 
—a flail instead of an arm. 


There are other reasons for an institute to have 
recognizable identity. Separate status provides 
a focal point not only for the loyal energies of 
its members but also for the interest of its actual 
and potential supporters. Human loyalty seeks 
visible, tangible objects of manageable propor- 
tions . . . need I expatiate on the theme of 
loyalty to the clan of Scots descendants in Mon- 
trealP Sir James Barrie acting as toastmaster at 
a dinner in London on St. Andrew's Night 
opened with the remark “I have always thought 
that it was right and proper for the Scots resi- 
dent in London to assemble at least once a year 
and examine that grave question: is there any 
defect in the Scot’s character?” Though ap- 
parently a purely rhetorical question it could 
perhaps have well been answered by another 
question (for Charles Lamb says that a Scots- 
man “lives in a twilight of dubiety”), namely, 
“is there not a limit to the extent to which clan- 
nish loyalty can wisely go?” 

Besides serving the purpose of stability and 
continuity both of effort and of the best circum- 
stances for effort, an institute can help to stimu- 
late as well as to reassure its members. By the 
very self-imposed circumscription of its size and 
ambit an institute can provide an extraordinary 
aid to human effort and satisfaction, namely the 
chance to be intimate with excellence. Whether 
we invoke memory, or bear witness to our pres- 
ent and immediate experience, who of us will set 
a trivial value upon intimacy with excellence? 
If that intimacy be sacrificed, whether because 
of increased size or excessive busyness, then the 
members of any institute can look at each other 
in justifiable dismay. 

Granted that an institute articulates smoothly 
and well with other parts of the university and 
that its members are loyal and devoted, and that 
its size and activity actually permit, as well as 
theoretically encourage, excellence to be at- 
tained ‘and be felt, there is one more purpose an 
institute must serve. Not only.must there be a 
differentiation of function’ and a division of 
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labour amongst its members, but there should 
be an air of expectancy among them: any 
not merely that each will do his expected tas 

well but that in some way not yet clear each will 
bring to the work of the institute something 
distinctly and peculiarly his own, and in his own 
good time will add something unique to what 


may be expected of one in his position. A 
division of labour that is not accompanied by 
the enhancement of personal dignity and indi- 
viduality offers no permanent solution to the 
difficulties of collaborative work. My phrase “the 
atmosphere of expectancy” refers to the value of 
realizing that men can be more than the positions 
they occupy, and that in medicine, <s in art, there 
remains for each of us the proble=> of style. This 
shows in a comment I remember about Dr. Rhea 
here in McGill. “It wasn’t merely that he was a 
good teacher: he was. But it was the way he 
taught and lived.” That kind of comment is 
healthy and it is bracing. The members of insti- 
tutes cannot be wasting time when they brood 
upon the problem of style—for both teaching 
and research are ways of life. 


The greatest and deepest need of a medical 
institute is to be needed. The immediate and the 
long-remembered success of many an ad hoc 
organization came quite simply from the fact 
that it met a cogent and widely recognized need. 
Indeed the kudos. and honour of some emergency 
organizations, once their task is done, becomes 
so extraordinary that mere membership becomes 
a much sought-after honour; in short, the organi- 
zation becomes honorific and no longer meets 
any need more urgent than that of ambitious 
vanity. 

Now there are needs that are recognized and 
there are needs that are unrecognized. To create 
an institute to meet a need that is widely felt and 
already formulated requires no mean abilities: to 
institute an organization to meet a need not yet 
perceived by most men calls for quite exceptional 
talents. But the cardinal question must always 
remain—is there a real need? Furthermore there 
is a delicate question nearly always of great 
practical importance, the question of timing, for 
it is quite possible to organize an institute so 
long before the need it will meet is generally 
recognized that support for the institute cannot 
be found in time to save it. 

As one who has had thirty years’ experience, 
both direct and vicarious, with widely different 
forms of financial support to institutes and de- 
partments of medicine and surgery and various 
special fields, I believe that endowment—whether 
from government or private sources—is the 
soundest way to secure optimum results when 
it is certain the work to be done is needed. The 
steady confidence that is conferred by endow- 


‘ ment calls out from scientists honesty and stead- 


fastness of purpose: the hesitant uncertainty of 
short-term grants all but insults the intelligence 
if not the sincerity of the recipient and certainly 
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makes a mockery of long-term planning. Ex- 
perience is our teacher in this matter. Indeed it 
cannot be news to some of you that a reaction 
has set in against short-term grants. They have 
favoured hasty work on trivial questions. They 
dissuade the honest and more circumspect young 


men from entering investigative careers. Though 
there are occasions when $50,000 a year for two 
years may be needed for some urgent problem 
I would prefer the income from that sum, $4,500, 
as dependable: that is my considered judgment. 

You will notice that till now I have not re- 
ferred to the leader of an institute but only to 
the members. Now the days when men at 24 or 
even younger took command of whaling ships as 
captains, have gone. Perhaps the earlier frontier 
universities of the past hundred years gave com- 
parably early responsibility to young men in 
academic life. But as the preparatory stages 
become longer and the candidates more numer- 
ous we may expect to see more rarely the load 
of leadership of institutes falling on men when 
they are really young. Perhaps the only thing 
I find myself wanting to say to most new leaders 
of institutes is this: you will find the task a little 
lonelier than you expected. As a corrective you 
may do well to find someone not on the payroll, 
a man of perfect discretion and considerable de- 
tachment with whom you can discuss your prob- 
lems with complete freedom and confidence. 
Indeed there is some evidence suggesting that 
some of the most successful leaders of medical 
institutes took counsel quietly and steadily with 
ore or two advisers. Certainly Simon Flexner 
relied on William H. Welch in that way. 

The best leaders of scientific institutes whom 
I have known had only this in common: they 
made their values known and felt throughout the 
organization. I used to be puzzled that success 
as the head of an institute seemed to reward so 
wide a variety of temperaments, capacities and 
characters. There did not seem to be any one 
formula to explain the leader’s role. At long last 
I came to see that what a leader transmits is the 
quality and the variety of his values, for he is 
quick to recognize and encourage in others those 
qualities, purposes and interests that seem most 
significant to him. 

One other aspect of leadership in a scientific 
institute relates to the number of men on its staff. 
If we are to take seriously the opinion of students 
of administration we should be critical of the 
leader who has more than eight men reporting 
to him. Doubtless leaders vary in point of the 
number of colleagues with whom they can work 
effectively, to whose work they can bring dis- 
criminating and helpful encouragement and 
criticism, and of whose lives they can be effec- 
tively informed. Eight may not always be the 
maximum, but of one thing I am sure: the 
capacity to work with others has not increased 
as rapidly as travel and communication has be- 
come quick, cheap and easy to initiate. No sooner 
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did we put in inter-office telephones than staff 
lunch or tearooms became necessary. When the 
body possesses the lymphatic system, the circula- 
tory system and the nervous system each de- 
voted to some form of transport, communication 
and co-ordination, we may well suspect that the 
factor to pay most attention to in deciding the 
size of an institute is not the possible work to be 
done, nor the number of possible subdepart- 
ments, nor the size of its budget, nor the number 
of candidates for staff positions, nor the size of 
similar institutions elsewhere, but something 
more stark and searching—the quality of com- 
munications between its members, their clarity, 
brevity, completeness, promptness, and sincerity. 
That is what makes an Institute. 


Directly related to the most desirable size of 
an institute and also of capital importance to the 
future, stands the subject of recruitment. Rather 
than attempt to review many of its aspects I 
would like now merely to submit for your con- 
sideration a new word and the need I feel for it. 
The word is decruitment. Recruitment comes 
from the French recroitre, to grow again. It has 
not quite the same meaning as increase but 
rather the idea of replacement of expected losses. 
But in some of the best institutes I have known 
nobody wants to leave. What is needed is a 
decruitment policy, as clear and automatic and 
impartial as can be, with this new specific word 
decruitment as impersonal as a uniform and 
without any overtones of disapproval, failure or 
disappointment. The policy of decruitment 
means that all recruits ought to leave after a 
stipulated period of two or perhaps four years 
and those that are wanted back can be called 
back after a lapse of not less than a year. Like 
retirement policies whose application becomes 
more invidious with every infraction, recruit- 
ment without any policy of decruitment seems 
insincere. Indeed it seems ominous. It suggests 
to me one of the common characteristics of 
cancer cells—they lack self-control. So I com- 
mend to you a new word—decruitment—to draw 
attention to what is needed in place of the 
shoddy euphemism “He was let go,” as though 
he was straining at the leash and choking for 
departure—which he was not, and everyone knew 
it. We can have something cleaner than that. 

Having referred to institutes in terms of their 
purposes and the role of membership, leadership, 
size and ways of self-renewal, I come to the sub- 
ject of trustees or other forms of control and 
supervision. Here, too, rather than try to cover 
the subject, I would underscore one aspect of 
trusteeship that deserves more attention than it 
seems to receive. There are not enough trustees 
who brood over the affairs of our institutes. Now 
brooding as a word may connote to some of you 
meanings I do not have in mind. I do not mean 
by brooding fussy and officious interference, or 
gloomy preoccupation with problems that cannot 
be briskly solved, or plausible arguments that 
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the ship is sinking and should be scuttled in 
favour of some coracle made of balsa wood. No. 
By brooding I mean first a ar working 
knowledge of the institute’s affairs and then what 
its problems are, what are the unseen needs it 
could be meeting, what is dubious and what is 
certain in its future, and especially whether in 
objective, as well as in performance, the institute 
is striking the right balance between stability 
and adjustability, between unflinching adherence 
to existing purposes and a suppleness of adapta- 
tion to a constantly changing world of knowl- 
edge and of need. By brooding I mean - the 
constant weighing of what is against what could 
be, the steady, quiet evaluation of the potenti- 
_ alities as well as the actualities of the institute. 
A good brooder is at home in the subjunctive, in 
the language of unreality, for the future almost 
by definition is not yet real. 

Using such criteria we come to face the un- 
deniable fact that the quality of trusteeship in 
our institutes deserves itself some brooding. 
Indeed brooding has been the key in which this 
talk is written. Too vague, perhaps, too general 
and too inclusive. So let me close in a contrasting 
vein of specific, local and exclusively historical 
fact. 

In but very few if any of the enterprises to 
which the Rockefeller Foundation has been 
privileged to contribute in the last twenty years 
have the results equalled those you have created 
here in this Neurological Institute. If | were 
asked to name a single grant that the Medical 
Sciences Division of the Foundation has made 
since 1931 that I consider ideal in purpose, in 
performance, in local response and in national 
and international influence, and in the character 
of our relationships maintained from the very 
beginning, I would say without a moment's 
hesitation the grant to the Neurological Institute 
of McGill University. But that is only one way 
and perhaps a trivial one of expressing the ad- 
miration and the satisfaction the Rockefeller 
Foundation has for what you have created here. 
More rare still is the compliment I would offer 
you, not without some fear that it will miss its 
target, in saying that in this Neurological Insti- 
tute, the Staff, the Chief and the Trustees are so 
beautifully fused into one shining amalgam that 
if I were to name one to thank I would be nam- 
ing you all who have worked with him, for him 
and through him, and if I were to name all of 
‘ you it would come to the same thing—for you 
are all the Neurological Institute of McGill Uni- 
versity, each to the other, responsible, essential 
and inseparable. 





CLINICAL AND LABORATORY Notes 453 






Clinical and 


laboratory Notes 





PSYCHIATRIC EXPERIENCES 
WITH PLEXONAL* 


V. A. KRAL, M.D. ana 
W. G. KRAUSER, M.D., Montreal 


CLINICAL OBSERVATION as well as neurophysio- 
logical studies have furnished ample evidence of 
the complex neural mechanisms involved in emv- 
tional reactions.' There is some indication that, 
within certain limits, different emotions are 
characterized not only by their specific feeling 
tone but also by relatively specific innervation 
patterns particularly with regard to the auto- 
nomic discharge. However, quantitative and 
even qualitative variations of the autonomic in- 
nervation patterns in different individuals have 
been observed by many workers. In. addition, it 
would seem that with increasing severity of many 
emotional reactions a rather uniform shift occurs 
in the autonomic innervation in favour of the 
sympathetic component.? The use of potent, 
short-action, sympathicolytic agents in relatively 
high dosage has therefore met with remarkable 
success in severe emotional disturbances of vari- 
ous kinds.* 

If, however, in conditions of less severity a 
sedative for longer use is needed it’ should com- 
prise pharmacodynamic agents intended and 
able to influence the different components of 
the complex emotional innervation mechanism. 
It was for this reason that Plexonal, a composite 
preparation containing barbiturates, scopolamine 
hydrochloride and dihydroergotamine methane- 
sulfonate, has been tried in psychiatric patients 
with emotional disorders. In this preparation the 
central sedative action of the barbiturates is com- 
bined with the central depressant and peripheral 
parasympathicolytic effect of scopolamine hydro- 
chloride‘ and the sympathicolytic action of 
dihydroergotamine methanesulfonate. The latter 
has been demonstrated by Rothlin and his as- 
sociates,° to counteract excitatory as well as in- 
hibitory adrenergic functions. 

In this study Plexonal is evaluated both as an 
independent therapeutic agent and as an auxil- 
iary tool to be used concurrently with other forms 
of treatment (shock- and/or psychotherapy ). 


Plexonal is dispensed in two forms, tablets and supposi- 
tories. Each Plexonal tablet contains: 


odium diethylbarbiturate ........ 0.045. g. 
Sodium phenylethylbarbiturate .... 0.015 g. 
Sodium-allylisobutylbarbiturate .... 0.025 g. 


Scopolamine hydrochloride ........ 0.00008 g. 
g. 


Dihydroergotamine methanesulfonate 0.00016 

One ;Plexonal suppository is 
Plexonal tablets. 

*From the Verdun Protestant Hospital, Montreal, Canada. 


Plexonal was generously ep for this study by Sandoz 
Pharmaceuticals; Montreal, P.Q. 


equivalent to. three 
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MATERIAL AND METHOD 


The drug was given to 55 patients, 14 men 
and 41 women, all of whom were committed ‘to 
a mental hospital. In addition 18 patients (5 
men and 13 women) not committed to hospital, 
were treated with the same drug. 

The group of hospitalized patients (age range 
15 to 79, mean age 45 years ), comprised 14 cases 
of manic depressive psychosis (12 manic, 2 de- 
pressed ), 9 involutional psychoses, 16 cases of 
schizophrenia, 10 organic psychoses (arterio- 
sclerosis, G.P.I., senile dementia ) and 6 neurotics 
whose behaviour disturbances had necessitated 
commitment. 

To 43 of these patients the drug was admin- 
istered in tablet form, whereas 6 received 

._plexonal suppositories. In another 6 cases both 
forms were used. The dosage and the mode of 
administration varied according to the condition 
of the patients. Most of them received two 
tablets four times a day; in some cases the dosage 
was lower, one tablet three times a day, and 
only occasionally higher, up to three tablets 
three times a day. One suppository was used 
instead of three tablets. In cases where both 
forms of administration were used, the tablets 
were given in day time and the suppositories at 
night. It should be: pointed out, however, that in 
some cases, plexonal was given in addition to 
shock treatment and/or psychotherapy, whereas 
some patients were maintained on plexonal alone 
at that time. 

The group of 18 non-committed patients (age 
range from 29 to 58 years, mean age of 42.2 
years ), comprised 5 manic depressives (4 in the 
depressed and 1 in a hypomanic phase), 2 in- 
volutional psychoses and 11 neurotics, most of 
them with anxiety neuroses. 

These patients received plexonal only in the 
form of tablets, usually two tablets ‘three times a 
day and at hour of sleep, when first seen. The 
treatment schedule, however, was _ sufficiently 
elastic to allow reduction or increase of dosage 
according to the patient’s condition. Supposi- 
tories were not used with this group. Treatment 
was continued usually for two to three weeks 
and then gradually discontinued. In these cases 
plexonal was used in combination with psycho- 
therapy. 

Before plexonal medication was started the 
use of other sedatives was discontinued. We 
tried to establish its effect as a day sedative and 
as a hypnotic separately. Notes were kept with 
these points in view. It was, however, not easy to 
differentiate these two actions. When day seda- 
tion was effective, sleep was induced more easily. 
Our evaluation was therefore focused on the 
overall sedative action of the drug. The patients 
were regularly checked for effects on blood 
pressure, pulse and possible side reactions. 
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RESULTS 


The results were graded in three categories: 
good, fair, negative. A good result was recorded 
when the patient became quiet and manageable 
on plexonal alone, with the establishment of a 
normal sleep pattern. A fair result was noted 
when the patient, although relieved of part of 
his distressing symptoms, still remained in need 
of some other sedation. Negative results were 
noted when no beneficial effect was found with 
plexonal and other sedatives had to be used. 

Plexonal was usually effective after thirty-five 
minutes when taken by mouth, in twenty to 
twenty-five minutes when given as a suppository. 
Its sedative action was described by patients 
capable of reporting their experiences as relaxant _ 
rather than “doping” when taken in day time. 
The hypnotic effect of two or three tablets or one 
suppository given at night lasted for about five 
or six hours. No hangover was reported after 
awakening. 

Statistical evaluation (chi-square method) 
demonstrated no significant difference in the 
results obtained in men and women or between 
the age groups of under and above fifty years. 
The results in our observation were not de- 
pendent on sex or age of the patients. 

Using the criteria mentioned, we found in our 
material of 55,committed patients, 18 with good, 
21 with fair and 16 with a negative result. In 
other words, 70.9% of our committed patients 
obtained appreciable. benefit from plexonal medi- 
cation ranging from fair to good results. Of the 
18 non-committed patients, 10 had a good, 4 a 
fair, and 4 a negative result. The percentage of 
appreciable results in this group was 77.8%. 

Our results according to diagnostic categories 
are given in Table I. Although considerable dif- 
ferences in the plexonal effect appear, particu- 
larly with regard to the good results, statistical] 
evaluation showed that these differences are not 
significant. Plexonal can therefore not be con- 
sidered a sedative specifically suitable or unsuit- 
able for any of the diseases treated. 


TABLE I. 





MATERIAL GrouPrED ACCORDING TO DIAGNosIS 





Results 
Diagnosis Good Fair Negative Total 
Manic depressive, manic. 3 4 6 13 
Manic depressive, 

GORTOMBOE 6.6.5. k 5. s%.0 4. 2 2 2 6 
Involutional psychosis... 3 7 1 11 
Schizophrenia........... 8 5 3 16 
Organic psychosis........ 2 4 + 10 
NON oe eters 10 3 4 17 

RMS See 28 25 20 73 





In Table II the material is grouped according 
to the psychopathological condition which neces- 
sitated sedation. The first group comprises 40 
cases whose main symptoms were anxiety and/or 
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tension accompanied by vegetative signs like 
tachycardia, dilated pupils, tremor, sweating. 
Out of these 40 cases, 21 obtained a good result, 
13 a fair and 6 no result. 


The second group comprises, under the term 
“psychomotor overactivity”, 26 patients whose 
behaviour was characterized mainly by over- 
activity and talkativeness but without conspicu- 
ous involvement of the vegetative nervous 
system. Seven of these patients obtained a good 
result. In 9 cases the result was fair, whereas in 
10 cases no result was achieved. 


Out of a third group of 7 psychotic patients, 
to whom plexonal was given in an attempt to 
prevent frequent uncontrollable and unpredict- 
able emotional outbursts, 3 obtained a fair and 
4 no result. 


TABLE II. 





MATERIAL GROUPED ACCORDING TO PSYCHOPATHOLOGICAL 
CONDITION 














Results 
Symptomatic category Good Fair . Negative Total 
PMD 0 65 Se yw hes eh 21 13 6 40 
Psychomotor overactivity 7 9 10 26 
Emotional lability... .... — 3 4 7 
PMN sc ose ek tk 28 25 20 73 





These differences in the plexonal effect were 
found statistically significant. 

It would appear therefore that plexonal in our 
observation proved an effective sedative in 
anxiety and tension states even in the relatively 
small doses applied. Appreciable benefit was also 
obtained in the second group with “psychomotor 
overactivity”. Our results with the third group, 
however, tend to show that plexonal can prevent 
emotional outbursts in psychotic patients only 
to a limited degree. 

All patients were closely observed for possible 
adverse . side-effects of the plexonal medication. 
No untoward reactions of note occurred. The 
blood pressure and the pulse rate remained 
within physiological limits and no effect on the 
uterine or smooth musculature was observable. 
In cases where plexonal suppositories were given 
several times daily, some drowsiness occurred 
accompanied by horizontal nystagmus, slight 
ataxia and slurred speech. These reactions were 
probably due to the barbiturate component of 
the drug and. disappeared shortly after with- 
drawal or reduction of the medication. 


DISCUSSION 


Although it is not intended to elaborate on the 
pharmacodynamic actions of the different com- 
ponents of plexonal some remarks seem in place. 


The combination of synergistic drugs in small 
dosage in the same preparation has been advo- 
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cated by Biirgi.® Its advantageous use has been 
demonstrated by several authors.’ According to 
Biirgi the different components not only exert 
an additive effect but potentiate each other in 
their action on the target organ. In addition 
multiple doses following each other may be em- 
ployed with less danger of sudden cumulative 
effects. If cumulation occurs it is more gradual 
and side-effects are less. 


It seems reasonable to assume that the particu- 
larly good sedative effect which plexonal in our 
observation had on anxiety and tension states 
with accompanying signs of sympathetic over- 
activity was connected with the specific pharma- 
cological action of the dihydroergotamine 
methanesulfonate in the preparation. On the 
basis of our observation it cannot be stated, how- 
ever, whether this substarice acts by potentiating 
the effect of the other components or whether it 
exerts a direct action on the target organ, the 
sympathetic system, or both. 


SUMMARY 


Plexonal, a preparation containing three bar- 
biturates, scopolamine hydrochloride and di- 
hydroergotamine methanesulfonate in small doses 
has been tried as a sedative and*hypnotic on 73 
psychiatric patients, both as. an independent 
therapeutic agent and as an auxiliary tool con- 
currently used with other forms of treatment. 


It was found to exert considerable sedative 
and hypnotic effect in a variety of psychiatric 
disorders. The best results were achieved in 
anxiety and tension states with marked signs of 
sympathetic overactivity. It is assumed that the 
pharmacodynamic action of the dihydroergota- 
mine component is of importance in this respect. 


Thanks are extended to Dr. George E. Reed, Medical 
Superintendent of the Verdun Protestant Hospital, for 
his valuable advice and permission to publish this paper. 
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Editorials 


Boric Actip—A NursERY POISON 





Boric acid is one of those “insipid” drugs 
which arouse little enthusiasm but continue to 
be used because their employment appears to 
have been sanctioned by tradition. The general 
attitude is that the drug is a mild antiseptic, and 
because its antiseptic action is mild it seems to 
be generally assumed that its toxicity is also 
slight. Pharmacological textbooks usually take up 
an ambivalent attitude towards it. Thus, Good- 
man and Gilman’ say that “although it is not 
very toxic, serious poisoning can result”. Grollman 
and Slaughter? sit just as firmly on the fence, for 
after stating that boric acid and borax are “only 
feebly toxic” they mention that “a number of 
cases of serious poisoning have been recorded 
from its absorption”. They conclude, however, 
on a stronger note by saying that boric acid 
“probably deserves to be relegated to the limbo 
of outmoded remedies”. 

In the face of this mild indifference, boric acid 
continues to be used in large quantities, on the 
view that if it does no good it will at least do 
no harm. This attitude persists although over 
many decades proof has been advanced in the 
medical press that boric acid is really a wolf 
in sheep's clothing. The latest to point out the 
dangers of this common nursery adjunct are 
Goldbloom and Goldbloom,’ who record five 
cases of boric acid poisoning, three of which ap- 
peared for treatment at the Children’s Memorial 


GOODMAN, L. AND GILMAN, A.: y Sarmesotaees Basis of 
Genuine Macmillan, New York, 1941. 

2. Cushny’s Pharmacology and Tpeenpantin, Lea and 
Febiger, Philadelphia, 13th ed., 1947. 

1 tae R. B. AND GOLDBLOoM, A.: J. Pediat., 43: 
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_ Hospital, Montreal, within three months. In four 


cases, the history was one of excoriation of the 
buttocks due to diarrhoea in a newborn infant. 
Boric acid was applied to the affected parts, 
whereupon both the diarrhoea and the skin con- 
dition became worse. In the fifth case, the 
powder was applied to a weeping umbilicus, and 
vomiting, convulsions and abdominal and facial 
erythema developed. One of the cases ended 
fatally. 

From their own experience, and from a review 
of 105 cases (60 fatal) recorded in the literature, 
Goldbloom and Goldbloom present a clear pic- 
ture of boric acid poisoning which deserves study 
by all family doctors, since there is reason to 
believe that minor episodes of this condition are 
by no means rare and are commonly overlooked. 

In the first place, it should be stressed that the 
risk is greatest in infancy and that poisoning is 
commonest from oral ingestion or application to 
a raw skin surface. The Goldblooms mention ex- 
periments in which soaking the feet of normal 
volunteers in boric acid solution did not ap- 
parently lead to absorption of the acid through 
the intact skin, so that presumably application 
of boric powder to intact skin carries little risk. 
Poisoning has also been recorded as a result of 
gastric lavage, rectal lavage, bladder irrigation, 
subcutaneous or intravenous infusion, empyema 
cavity irrigation or vaginal packing. 

The commonest clinical findings are referable 
to the nervous system (convulsions, delirium, 
coma), the alimentary tract (diarrhoea and 
vomiting ) and the skin (intense and generalized 
erythema followed by extensive desquamation). 
The last-named clinical picture is that described 
as Ritter’s disease, and it is interesting to specu- 
late on the possibility that this dermatological 
condition was a manifestation of the popularity 
of boric acid application to the buttocks, umbili- 
cus, eyes and mouth of infants of a few years 
ago. 

Where autopsy has been performed the most 
striking changes have been in the brain, men- 
inges, gastro-intestinal tract, kidneys, liver and 
skin. C&dema and congestion of brain and 
meninges are commonly found, with degenera- 
tive changes in liver and kidneys, and gastro- 
intestinal inflammation. The finding of high con- 
centrations of boric acid in the brain and liver 
has been recorded. 
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Diagnosis of boric acid poisoning is not diffi- 
cult, provided the practitioner keeps the possi- 
bility in mind. The acid is readily detected in 
urine or spinal fluid by dipping freshly prepared 
turmeric paper in the fluid, previously acidified 
with hydrochloric acid, and drying the paper in 
air. Appearance of a pink to red colour indicates 
boric acid. 

No specific treatment for boric acid poisoning 
is known. General supportive measures (fresh 
plasma infusion, intravenous glucose infusion ) 
are indicated. Any buttock excoriation may be 
treated by exposure to air and prevention of con- 
tamination with urine or feces. 

Considering the ease with which acute boric 
acid poisoning can be induced—in one case the 
application of the acid to excoriated skin for 
only two days was sufficient—there seems ample 
reason to support the plea for banishment of this 
drug from therapy altogether, or at least from the 
nursery. S.S.B.G. 





Editorial Comments 


MuLTIPLE TwIN BIRTHS 


We publish in this issue a report by Dr. J. A. 
Bergeron of an instance in his practice of six 
pairs of twins in one family. Multiple twin births, 
if not common, are at least well known, but Dr. 
Bergeron has thought that in some respects this 
series is worthy of record. The literature does not 
contain many such well documented instances of 
multiple twin births, certainly not in such close 
succession and in such a short time. Several 
much larger families, containing twins, triplets 
and quadruplets are recorded, but an almost un- 
broken series of twins is rare indeed. Even when 
multiple births are mentioned in the literature 
there is a lack of such exact detail as one would 
like to have, and Williams? speaks of one such 
very large number of births as apocryphal. 
Neugebauer? quotes some instances from the 
literature of multiple births of astounding pro- 
portions, particularly of Mary Austin who, in 33 
years of married life, is said to have borne 44 
children—18 pairs of twins and 6 sets of triplets. 
She also seems to have found time to be a doctor. 
Neugebauer also refers to Boer’s case of a 


1. Textbook of Obstetrics, 7th ed., p. 501. 

2. V. NEUGEBAUER, F.: Zentralbl. f. Gyndk., 37: 1061, 1913. 
3. GREULICH, W. W.: J. A. M. A., 110: 559, 1938. 

4. BLAND, D. W.: J. A. M. A., 13: 467, 1889. 
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Viennese woman who had 82 children in 11 
births. But others were frankly sceptical about 
this last report, and the oft-quoted case of Mary 
Austin already mentioned could not be confirmed 
by Greulich,* who himself gives a fully detailed 
account of six pairs of twins in one family. But 
these last again were not as nearly consecutive 
as in Dr. Bergeron’s report, but had three single 
births interspersed. Another case, though lacking 
detail, is reported by Bland‘ of a woman who 
bore 28 children at full term, only two of whom 
were born singly: there were several pairs of 
twins, two or three sets of triplets and one set 
of quadruplets. 


It may be of interest to quote from L’Union 
Médicale du Canada of 1895 (Vol. 24, p. 330) 
the following comment on “La fecundité de la 
race canadienne’. 


“The Province of Quebec is not quite unpopulated, 
and Malthus would receive no great welcome here. A 
recent Provincial order in council has decreed that 100 
acres of government land will be granted to each family 
with twelve living children of legitimate birth. Up to 
date, 174,200 acres of good farming land have been 
granted to 1,742 heads of families with more than 
twelve children fulfilling the conditions, and everyone 
is not yet satisfied! 

“Families of twenty children and more are not rare, 
and their heads are claiming their due reward for their 
patriotic efforts. A M. Paul Belanger of Riviére-du-loup 
has claimed for not less than 300 acres, on the ground 
that he has 36 living children. M. Theoret of Sainte 
Geneviéve acknowledges a mere 17 children, but his 
wife is only thirty years old, and in this short time has 
already borne two sets of triplets and three pairs of 
twins. If she continues at this rate she will soon own 
the Province of Quebec itself!” 





Dr. J. C. Meaxtns Receives HONOUR 


We note with great pleasure the selection of 
Dr. J. C. Meakins for the reception of the Mental 
Health Award of $1,000. This award was estab- 
lished about three years ago by an anonymous 
donor in recognition of outstanding work in the 

romotion of mental hygiene in Canada. The 
first award went to Dr. C. M. Hincks three 
years ago for his work as executive director of 
the Canadian Mental Health Association. Dr. 
Meakins, as president of that Association, has 
been extremely active in developing divisions of 
the Association throughout Canada, with par- 
ticular emphasis on lay support, and this award 
which is presented through the Mental Hygiene 
Institute of Montreal will meet with widespread 
approval. Dr. Meakins is a past president of our 
own Association and, in spite of his retirement 
from teaching and hospital work some years ago, 
has remained active and vigorous in many fields. 
This award is appropriate recognition of his con- 
tributions in the sphere of mental health. 
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FirtH INTERNATIONAL CONGRESS 
ON MENTAL HEALTH 


An event of great significance and one which 
testifies to our national maturity is the Fifth 
International Congress on Mental Health which 
will be held in Toronto, August 14-21, 1954. The 
theme of the Congress is Mental Health in Public 
Affairs, a topic worthy of the attention of all 
good citizens. As one of the organizations 
sponsoring and endorsing the International 
Congress, the Canadian Medical Association 
desires to commend the Canadian Mental Health 
Association for its work in preparation for this 
important gathering. 


It will be apparent to Canadian doctors that 
psychiatry has assumed a status as a field of 
special medical practice which it did not previ- 
ously enjoy. The viewpoint of psychiatry is now 
listened to with greater respect than ever and 
there has been increasing medical recognition of 
the profound effect of the psyche on the soma. 
This is evident not only in medical circles, but, of 
course, among the intelligent public as well. The 
contribution made by psychiatrists and psy- 
chologists to the problems of personnel selection 
during wartime and the demonstration of the 
substantial aid which they could render to 
doctors confronted with clinical problems, was 
most effective in promoting a change of attitude. 
The emergence of many psychiatrists from 
mental hospital work to private practice and the 
establishment of psychiatric departments in gen- 
eral hospitals were a logical outcome of the war- 
time experience. 


The stimulus of the Mental Health Grants 
should not be lost sight of, as this financial 
assistance has permitted the more rapid develop- 
ment of mental health services. Aid to the 
practising physician who is located at a distance 
from a medical centre by the provision of 
travelling mental health clinics has been increas- 
ing, and the appointment of district psychiatrists 
in certain areas has done much to bring early 
assistance to many patients who would otherwise 
be potential candidates for admission to a mental 
hospital at a later stage of their disease. 


These developments have all been in the direc- 
tion of providing. psychiatric service to patients 
much. earlier than formerly, of applying preven- 
tive methods and demonstrating that psychiatry 
is not an esoteric art but one which is integral 
with medical practice. i 


For the future it would appear that psychiatry 
should increasingly apply the techniques of re- 
search and experiment which have been so 
fruitful in other fields of medicine, in the hope 
that: new: knowledge will provide fresh ap- 
proaches to treatment of the psychoses. The age- 
ing of the population presents an opportunity for 
further study of the mental health needs of 
people in the late decadés and it is hoped that 
the next. ten years. will.show progress in. this 
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area. Finally, extension or consolidation of. the 
advances made in applying psychiatric knowl- 
edge to the clinical problems of the general prac- 
titioner should be a project for the immediate 
future. A.D.K. 





Bat RABIES 


The existence of rabies infection in bats of 
the United States was unknown until June 1953, 
when it was diagnosed by the Tampa regional 
laboratory of the Florida State Board of Health. 
The first bat found to be infected was a Florida 
yellow bat (Dasypterus floridanus), which had 
been killed while attacking a seven-year-old boy. 
Diagnosis was established by the presence of 
Negri bodies on microscopic examination and 
was confirmed by inoculation of mice with the 
bat brain. The virus was isolated and confirmed 
as rabies virus by neutralization and by comple- 
ment fixation tests. Subsequently, rabies virus 
was found in Florida in the brains of five yellow 
bats and one Seminole bat (Lasiurus seminola), 
which were apparently normal and had been 
killed in flight while feeding. Both specimens are 
insectivorous and indigenous to the southeastern 
United States. 


In September 1953, rabies infection was recog- 
nized in a bat which had made an unprovoked 
attack upon a woman in Pennsylvania. The brain 
was examined and positive evidence of rabies 
was found. The diagnosis was confirmed by the 
inoculation of rabbits. The woman was given 
— treatment and has remained healthy to 

ate. 


In Latin America, bat rabies has existed for 
half a century. The designation “bat rabies” is 
used in the absence of better terminology for 
that form of rabies which is transmitted by bats 
and usually occurs in humans and livestock as 
paralyses. The existence of rabies among’ bats 
was first recognized in Brazil during investiga- 
tions of a paralytic disease among cattle, which 
had appeared as an epizootic in 1908. In 1916, 
rabies virus was isolated from a fruit-eating bat 
(Phyllostoma superciliatum) caught while bit- 
ing cattle during the daytime. 

In 1929, an epidemic of ascending paralytic 
myelitis in humans in Trinidad was. found to be 
caused by the virus of rabies. During this epi- 
demic, authentic accounts ‘were given of bats 
flying from fruit trees and attacking humans and 
animals. In 1936, results of investigations were 
reported showing that vampire bats transmit 
rabies in humans and livestock. 


In Mexico, bat rabies was recognized during 
studies of a highly fatal paralytic disease of live- 
stock. Between 1939 and 1943, there were at least 


*Based on a paper by Robert D. Courter (Pub. Health 
Rep., 69: 9, 1954). ; 
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10,000 cases in cattle every year. Rabies virus 
was isolated from the salivary glands and brain 
of a paralyzed cow and from the salivary glands 
and brains of vampire bats (Desmodus rotundus 
murinas Wagner) in the area of the disease. 
Dogs did not appear to be associated with its 
transmission. In 1953, bat rabies was reported 
to occur in several parts of Mexico. 


The rabies virus isolated from bats has been 
shown by pathological findings, animal inocula- 
tion, complement fixation, cross neutralization, 
and protection tests to be closely related to 
classical strains of rabies virus. Pawan demon- 
strated that the Trinidad virus travels readily to 
the salivary glands in bats; the saliva sometimes 
becomes highly virulent as early as seven days 
following subcutaneous inoculation, while the 
bat itself may manifest no sign of disease. 


B.L.F. 





Lapy Roppick 


We note with regret the recent death (on 
February 16) of Lady Amy Redpath Roddick, 
widow of the late Sir Thomas Roddick, to whom 
the profession was indebted for the formation 
of the General Medical Council of Canada. In 
his memory Lady Roddick presented the me- 
morial gates and clock at the entrance to McGill 
University. This was only one of the many acts 
by which she showed her keen public spirit. She 
interested herself particularly in the Canadian 
Indian, taking special interest in the welfare of 
the Caughnawaga Reservation; being formally 
admitted to membership of the Iroquois and re- 
ceiving the title of “Princess”, Lady Roddick was 
a prolific writer, both of prose and poetry, and 
was a patron of the Women’s Council of Canada; 
a life member of the Art Association of Montreal; 
a member of the Canadian Authors Association; 
and of the Canadian Women’s Club. 

Dignified and retiring in nature, she still was 
closely associated with many philanthropic ac- 
tivities, and with her death another link with the 
medica] past is broken. 





ERRATUM 
Stratford General Hospital 
In the list of Commended Hospitals, pages 103-104 
(Adv.) of: the November 1953 issue, Stratford General 


Hospital should be shown as having “Required” Out- 
Patient and Emergency Service. This was left blank in 


error. 
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Men and Books 


ALBERT SCHWEITZER, 
PHYSICIAN* 


S. G. ROSS, M.D., Montreal 


AT RARE INTERVALS in our history there appear 
men of multiple talents—talents which they de- 
velop to their utmost—men such as Aristotle and 
Leonardo da Vinci. These men have left an im- 
perishable record in the history of human 
progress. Today I solicit your interest while I 
speak briefly about a contemporary man of many 
talents. This man is Albert Schweitzer, physician 
in French Equatorial Africa for the past forty 
years. In addition, a world famous organist and 
interpreter of Bach, an authority on organ con- 
struction, ethical philosopher and_ theologian, 
whose studies of Jesus and St. Paul and the 
|e Sa of civilization have disclosed his pro- 
undity as a thinker. How has he compressed all 
these accomplishments into the space of a life- 
time and what imprint has he made on civiliza- 
tion? 

Naturally, my remarks will deal with his work 
as a physician in Africa, but for a clear under- 
standing of this it will be necessary to focus it in 
relation to his early life and other achievements. 

Schweitzer was born in 1875 in a small village 
in Alsace. The son of a Protestant pastor and the 
grandson of another on his mother’s side, he 
grew up in a religious atmosphere. At the age 
of six months his father settled in Gunsbach as 
pastor, and this was his home until his death. His 
church was unusual in that it served both the 
Catholic and Protestant families of the com- 


‘ munity. During the reign of Louis XIV when 


Alsace became French, that monarch decreed 
that in every Protestant village in which there 
were at least seven Catholic families the chancel 
of the church should be given up for their ex- 
clusive use. Thus, in many churches of Alsace up 
to the present this custom holds. Schweitzer 
states that even as a child he felt beauty in the 
idea that Catholics and Protestants worshipped 
in the same building. It became a symbol of 
tolerance and an exhortation to future religious 
unity. This feeling has persisted throughout his 
life. 


At a very early age Schweitzer showed a love 
and talent for music, and by the age of eight had 
begun to play the organ. He continued his musi- 
cal education concurrently with his other studies 
and, as is well known, developed into a world 
famous interpreter of Bach. His mastery of the 
organ was to serve him in an extraordinary way 
in later life. 


*An address delivered on St. Luke’s Sunday, October 18, 
1953, at St. George’s Church, Montreal. 
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Certain characteristics manifested themselves 
in childhood. He had an innate respect for life, 
not only human but all animal and even plant 
life. The preservation of life became a primary 
motivating factor of his existence. Cruelty was 
abhorrent to him. Side by side with this was an 
intense love of nature, and he recalls with delight 
his two-mile walk to and from school daily 
through the woods. 

Schweitzer’s education, apart from music, was 
carried out first at Miilhausen and later at the 
University of Strasbourg. He was attracted by 
history and science, but found languages and 
mathematics difficult. It is a commentary on his 
will power that he felt a certain fascination in 
mastering subjects for which he had no special 
talents. So he gave the greater effort to the 
difficult subjects. This evidence of will power 
was manifest in later life in his ability to control 
all bodily desires and mental habits. 

At Strasbourg he studied theology and phil- 
osophy, as well as continuing his studies at the 
organ. He took degrees in both theology and 
philosophy. Theology had the greater attraction 
and in 1899 he obtained a post as curate in the 
Church of St. Nicholas. He was also appointed 
to a teaching post in the Faculty of Theology. 
The next five years was a fruitful period. In 
theology he was carrying out research on the 
lives of Jesus and St. Paul. He was also working 
in philosophy on the ethical problems of civiliza- 
tion. Meanwhile, his musical fame increased, and 
he also conducted research into organ con- 
struction. 

At this period of his life, with his future 
assured, Schweitzer deliberately made a decision 
which altered the whole future course of his life. 
This was no sudden decision. As a student in 
school and later at the University, while enjoying 
the happiness of being able to study and carry 
out research in science and art, he meditated 
continually on the contrast between his life and 
that of others who were unhappy through 
poverty or ill-health. This weighed ‘on his 
conscience to the extent that he made a mo- 
mentous decision. He would continue the present 
life, with its manifest interests and accomplish- 
ments until the age of thirty. At that time he 
would sacrifice his career and take part in some 
direct human service to humanity. The signifi- 
cance of the time chosen—at thirty years of age— 
cannot be missed. The sacrifice would be three- 
fold. It would require, firstly, that he abandon 
the organ and music, secondly, that he renounce 
academic teaching and research, thirdly, that he 
lose his financial independence. 

What form his sacrifice would take did not 
become apparent at once. Numerous possibilities 
were considered, only .to be rejected. The 
answer came in the year 1904 when he came 
upon an article by the Paris Missionary Society 
discussing the needs of their Congo Mission. 
Here was the answer. He decided to study medi- 
cine, in order to go as a doctor to Equatorial 








Canad. M. A. 3. 
April 1954, vol. 70 


Africa. This surprising decision naturally met 
with great opposition from his friends. His many 
talents would be wasted in an unfavourable en- 
vironment. If he still insisted, why go as a doctor 
instead of a missionary? His training for this was 
complete whereas it would require long study to 
become a physician. His answer was that he pre- 
ferred to go as a doctor so that he might be able 


ito work without having to talk. Words no longer 


sufficed. He must put his religion into practice. 

The decision made, Schweitzer settled down 
in Strasbourg Medical School for the long grind. 
But he could not make a complete divorce from 
his former life, so he continued his pastorship, 
his theological teaching and his music through- 
out his course. Only his marvellous physique and 
his iron will allowed him to lead such a life. He 
completed his medical education in 1912. In the 
same year he married Helen Bresslau, the 
daughter of a Strasbourg historian. She was to 
accompany him to Africa. 

He now proposed to the Paris Missionary 
Society that he would establish at his own ex- 
pense a small hospital at Lambaréné, a mission 
station in Gaboon in French Equatorial Africa. 
This was accepted. Friends of his contributed 
money and he devoted his earnings from organ 
concerts and his book on Bach as well. His hos- 
pital was to be completely undenominational and 
international, as he felt strongly that all humani- 
tarian work should be done on this basis. 

The Schweitzers left Gunsbach on Good 
Friday, 1913. A few days later they sailed from 
Bordeaux. On April 14 they reached Cape Lopez, 
where they transferred to a river steamer which 
took them up the Ogowé river to Lambaréné. 
As the building which had been promised him 
by the Mission had not been erected owing to 
a labour shortage, he had to use an old fowl- 
house for his consulting room, it being the only 
available shelter. From the first few days he was 
besieged by sick people. The chief complaints of 
the natives were skin diseases of various sorts, 
malaria, the sleeping sickness, leprosy, elephanti- 
asis, heart disease, pneumonia and _ tropical 
dysentery. Among the minor ailments scabies 
was a source of great discomfort and distress. 
This was one of the diseases which the late Sir 
Arthur Shipley included in his book entitled 
“The Minor Horrors of War’, which he wrote 
during the first World War. Fortunately, the 
treatment was simple and effective. 

Later, he began to practise simple surgery. 
One of the commonest surgical emergencies was 
strangulated hernia. The pain in this condition 
is intense, and Schweitzer describes the joy he 
experienced in operating on such cases and ob- 
serving the immediate -relief of pain. 

During his first nine months Schweitzer 
treated about two thousand patients. In addition 
to tropical diseases, he found that most of the 
European diseases were represented, although 
he states that cancer and appendicitis were not 
seen. Sleeping sickness presented a difficult prob- 
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lem, as the diagnosis required microscopic exam- 
ination of the blood and took precious time. It 
was vital to make the diagnosis in the early 
stages, because only at that time could one 
expect recovery if treated. 

Building a hospital was the immediate need. 
For this, ground must be cleared, building ma- 
terial obtained, and finally workers must be 
recruited. He found that the natives were “mag- 
nificently lazy”, as he put it, and worked only 
under white supervision. He himself frequently 
took part in the manual labour required for the 
enterprise. The personal example was essential. 
With the help of several white men from the 
Mission the hospital was erected that autumn. 
With the aid of his wife, who acted as nurse and 
anesthetist, and some native orderlies, a working 
team was established. 

As the hospital was situated on the Ogowé, 
which is a large river with many branches, pa- 
tients began to come from far distances by canoe 
as the fame of the new doctor spread. As far as 
was possible, the natives who brought’ the pa- 
tient were put to some useful work while at the 
settlement. 

Lambaréné was practically on the Equator. 
The heat was intense, particularly as the heavy 
virgin forest came right down to the banks of 
the river and allowed very little breeze to 
penetrate to the hospital. Dampness was extreme 
and made it difficult to protect medicines. As a 
result of the climate, white people usually could 
not remain for more than two years without 
leave. They usually suffer from tropical anzemia 
which produces great fatigue. Strangely enough, 
Schweitzer maintained his mental freshness in 
spite of the fatigue and the sweating heat of 
the African jungle. Fortunately, he had brought 
to Africa a piano with pedal attachment which 
had been presented to him by the Bach Society 
of Paris. With this, he was able to continue his 
organ practice to his great joy, and the voluntary 
sacrifice of music was not required. He was also 
able to give several hours after supper, if not too 
exhausted, to his study of ethics and civilization 
as a part of the history of human thought. I 
quote his remarks on the problem of the white 
man in the tropics: 


“Mental work one must have if one is to keep oneself 
in moral health in Africa, since the man of culture, 
though it may seem a strange thing to say, can stand 
life in the forest better than the uneducated man, be- 
cause he has the means of recreation of which the other 
knows nothing.” 


During his stay in Africa, Schweitzer soon 
came to realize that interests of native civiliza- 
tion and European colonization did not always 
coincide. The utilization of the natural resources 
of the country, of which the most valuable was 
the native timber, required native labour. This 
withdrew the native from his local villages and 
eae sap As a result, the social and economic 
ife of the village was disrupted, food production 
decreased and the plantations in which the 
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staple foods were grown relapsed into jungle. 
The native labourers in the timber camps had to 
live on imported food, as their ordinary foods 
such as manioc, bananas and fish could not be 
stored. Traders brought in useful articles such as 
clothing and tools, but also many unnecessary 
ones, and also a great deal of spirits which caused 
much drunkenness. As a result the natives spent 
most of their money and returned to their 
villages penniless. In the meantime, village life 
had deteriorated, and often starvation or semi- 
starvation resulted. Year by year the native 
population diminished. Schweitzer felt that the 
exploitation of -the native population was one of 
the main problems of colonial administration in 
Africa. 

Time does not permit a more detailed descrip- 
tion of the first four and a half years spent at 
Lambaréné. On account of the war, leave to 
Europe was impossible. He was, however, able 
to spend the rainy season at the sea during the 
last of these. Otherwise, it would have been im- 
possible to carry on. In 1917 the French Govern- 
ment ordered that the Schweitzers should be 
taken to France and placed in an internment 
camp. Here they stayed until the next summer, 
when they were exchanged and returned home. 
Schweitzer was in a poor state of health, as a 
result of chronic dysentery, and required pro- 
longed treatment before recovery. 

We cannot detail the later events of Schweit- 
zers life, including his four years in Europe 
where his fame was universally recognized. He 
continued his Bach concerts and gave lectures 
on philosophy and religion in many countries. 
However, in 1923 he returned to his work in 
Africa, leaving all the amenities of civilization, 
only to find his hospital in ruins and the jungle 
taking over again. So Schweitzer had to set to 
work in a dual capacity as physician and as 
master builder in the work of rebuilding the hos- 
pital. He did his medical work in the morning, 
and in the afternoon joined the natives in con- 
struction work. Meanwhile, other volunteers 
arrived from Europe, including another phy- 
sician, and later more physicians and nurses. 
However, at this time a terrible epidemic of 
dysentery developed. Cross-infection among the 
patients was rife, and as expansion was im- 
possible on the present site, it was decided to 
move two miles up the river and build a new 
hospital with plenty of room for future ex- 
pansion. Having now three doctors on his staff, 
Schweitzer gave up medical work, and for a year 
and a half became foreman of construction. 
Without his personal authority and example it 
was impossible to keep the work progressing 
satisfactorily. As he remarked, “It was while I 
was foreman of a troop of workmen hewing 
down trees that the news reached me of the 
Philosophical Faculty of the German University 
of Prague having conferred upon me _ the 
honorary degree of Doctor.” When the hospital 
was completed in 1927 it provided for two 
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hundred patients. Adequate provision had been 
made for the isolation of infectious patients and 
mental cases. Dr. Schweitzer still carries on his 
work in Africa, but makes more frequent visits 
to Europe. 

What has been the effect of Schweitzer’s 
African adventure upon the man himself, upon 
the native population, and upon the world in 
general? One might say that he has put to a 
practical test his ideas on philosophy and 
religion. He was a sincere believer in the value 
of the thinking individual. He saw the danger in 
modern civilization of mass acceptance of ideas 
forced on the individual by dictatorship or popu- 
lar movements. Blind acceptance of authority in 
religion, as in all other human _ intellectual 
activities, did not satisfy him. He felt that the 
will to live was a fundamental truth. The hypo- 
thesis of certain religious and_ philosophical 
systems, namely, that life runs its course in space 
and time and is purposeless, was repugnant to 
him. If such were accepted, the sensible attitude 
of man would be to die to the world and life. 
Schweitzer felt that the most immediate act of 
man’s consciousness was the assertion—“I am 
the life which wills to live in the midst of life 
which wills to live.” After long pondering on this 
subject the phrase “Reverence for Life” suddenly 
flashed through his mind. This seemed to be the 
complement to the “will to live”. There must be 
reverence for all life which had the will to live. 
The ethic of Reverence for Life, therefore, 
“comprehends within itself everything that can 
be described as love, devotion and sympathy, 
whether in suffering, joy and effort.” He felt that 
this was the ethics of Christianity. 

With his doubts cleared away, Schweitzer had 
the joy of carrying out in a practical way this 
ethic of reverence for life. For this purpose he 
had made his sacrifice and found his reward. The 
thousands of under-privileged humans whose 
lives were saved, who were restored to health, or 
whose pain and discomfort were relieved, bore 
witness to his efforts. Through his simple 
religious teaching, Christianity became for the 
negro a shining light amid the darkness of his 
fears. It assured him that he was not in the 
power of native spirits, ancestral spirits or 
fetishes, and that no human being had any 
sinister power over another. Schweitzer also felt 
that he was making some atonement for the 
wrongs perpetrated by white civilization upon 
the black continent. 

To the world Schweitzer has become a symbol 
—a symbol of high endeavour in which his mani- 
fold talents have been utilized to the full; a 
symbol of the sacrifice of one’s personal career in 
order to atone for wrongs done to humanity; a 
symbol of the feeling of responsibility which one 
should have towards one’s fellow men, particu- 
larly the unfortunate; and, finally, a symbol of 
practical Christianity free from dogmatism of 
— the world today stands in such pressing 
need. 
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MEDICAL ECONOMICS 


ECONOMICS OF PRIVATE 
GROUP PRACTICE 


C. RUFUS ROREM, Ph.D., C.P.A.,* 
Philadelphia, Pa. 


THE INDUSTRIAL REVOLUTION in manufacture and 
trade was characterized by the development of 
specialists whose knowledge and efforts were co- 
ordinated by others skilled in the art of enter- 
prise. Medicine appears to be entering a similar 
phase, with a form of self-co-ordination generally 
known as group medical practice. Private prac- 
titioners are seeking methods by which they can 
effectively pool their comprehensive knowledge 
and individual skills to more effective diagnosis 
and treatment of patients. 


Group PRACTICE DESCRIBED 


Group practice in many forms has become an 
established fact in North America. Examples are: 
the sharing of office space by individual com- 
petitive physicians; the conferences by doctors 
in their respective offices or patients’ homes con- 
cerning a specific patient; the discussions on hos- 
pital wards concerning charity cases assigned to 
“staff service”; the organized out-patient depart- 
ments of hospitals; the private medical groups 
established by physicians as a means of profes- 
sional service and personal livelihood. Many 
doctors, therefore, have been engaged in group 
practice without realizing it, just as Moliére’s 
bourgeois gentleman discovered he had been 
speaking “prose” all his life without knowing 
that he was doing so. 

This discussion will be limited to medical 
groups owned and controlled by physicians in 
which several doctors, sometimes as few as 
three, and rarely 100 or more, pool their invest- 
ment, expenses and income for the care of 
private patients. Many such “clinics” have 10 or 
fewer physicians, and most of the participating 
doctors are on a full-time basis. There is a defi- 
nite concentration of private clinics in the 
Western States and Provinces. The majority are 
in cities of 25,000 or less, which is not surprising 
since there are more small than large cities. But, 
even proportionately, more doctors have forimed 
private clinics in small cities than in large 
metropolitan areas. 

Each group includes different medical spe- 
cialties in its membership, and possibly gen- 
eral practitioners. A majority of the physicians 
are on a full-time basis and receive a sub- 
stantial portion of their personal incomes from 


*Executive Director, Hospital Council of Philadelphia. 
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professional work with the group. In the treat- 
ment of patients, the doctors co-ordinate their 
professional services. They are not competitors 
with each other, but part of a single organization. 

Each patient’s financial transactions are with 
the group as a whole, whether he is served by 
one physician or several of them. The income of 
each doctor is determined, at least in part, by 
contractual ‘arrangements with others in the 
group, rather than charges determined by him- 
self for his personal services to ‘individual 
patients. 


The professional services are directed pri- 
marily toward the effective care of patients. 
Medical education or research may be a col- 
lateral activity. Administrative and financial 
matters are handled by a business manager, that 
is, a specialist in these fields of activity. 


FACTORS OF SUCCESS AND FAILURE 


The organizers of private medical groups have 
usually been prompted by motives of enlightened 
self-interest rather than professional or social 
reform. The specific objectives have been per- 
sonal convenience, financial economy, improved 
service to patients, and better professional op- 
portunities. 


Private clinics which have been discontinued 
always record the same history. Patients were 
plentiful. The quality of care was reasonably 
good. Total income was adequate. But the par- 
ticipating physicians were not able to agree upon 
the division of the earnings. The disagreement 
may have resulted from the fact that the group 
was very small, without an opportunity for the 
member-physicians to recognize their profes- 
sional and financial interdependence. Or it may 
have been caused by the death or resignation 
of a strong leader who had organized the group 
and exercised a great influence upon the other 
members who were more or less subordinate to 
his will. In the absence of such leadership, the 
remaining members could not agree upon a for- 
mula for professional and financial co-operation. 


LocaTIon, EQUIPMENT AND ORGANIZATION 


The physical form and location of private 
clinics do not follow a uniform pattern. Some 
groups are located in Office buildings, others 
construct their own quarters, still others occupy 
space in community hospitals or hospitals which 
they own and administer. Many clinics are 
“down town’, others in the residential districts. 
The exact locations have been determined by 
such factors as available space, proximity to hos- 
pitals, concentration of previous practice of the 
physicians, and the extent to which cases are 
“referred” by other doctors. 

The amount of scientific equipment required 
also varies; it depends upon the alternatives 
available. Nearly all groups own their x-ray ap- 
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paratus; a few use the services of a radiologist 
in an adjoining office. Some physicians perform 
minor operations at the clinic; others do not. 
The need for equipment is influenced by the 
ease with which consultations and diagnostic 
procedures can be carried on at hospitals. The 
proportionate, maintenance expenses for waiting, 
consultation, examining, treatment rooms and 
laboratories tend to be less (per clinic doctor) 
than for individual specialists in the same com- 
munity. 

Most private clinics are legal partnerships, 
although it has often proved. desirable for a 
separate corporation to be organized for the 
ownership of plant and equipment. The part- 
nership pays an annual or service rental for 
buildings and apparatus. This arrangement tends 
to simplify the personal bookkeeping for the 
doctors, as well as to establish limited respon- 
sibility for the stockholders in the corporation. 
A few private medical groups are organized as 
corporations. In these cases, the member- 
physicians are still responsible for their profes- 
sional acts in relationship with patients. 


PROFESSIONAL MEMBERSHIP 


Physicians do not usually hold equal rank 
within a private medical group, from the stand- 
point of authority, ownership, or income. Three 
types of physician membership are present, to 
greater or lesser degree, in the various medical 
groups. 

“Senior Partners” include the older men and 
those who have provided the original financial 
investment. They are the “owners” of the clinic, 
and are the department heads. They often com- 
prise the executive committee for decisions on 
financial and administrative matters, such as em- 
ployment of new staff, promotions, or sale or 
lease of buildings or equipment. Senior partners 
normally would receive larger incomes than other 
physicians. 

“Junior Partners” are doctors who have served 
for several years and who are permitted to make 
some investment. They may receive, in addition 
to their salary, adjustments based upon volume 
of work from year to year, and a portion of any 
“profit” available after salaries, commissions, 
interest, and dividends have been paid. Junior 
partners may also participate to a limited degree 
in the determination of policies. 

“Employee physicians” are those who are en- 
gaged for periods of two or three years until it 
can be determined whether they are suitable 
temperamentally and professionally for a per- 
manent connection. The employee-doctors ordi- 
narily do not share in any bonuses for volume 
of work, although their salaries may be increased 
during the trial-period. 

There is no. single’ perfect method for dis- 
tribution of income. All the economic factors of 
wages, interest and profit are involved. Payment 
of interest on loans presents no special difficulty. 
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Likewise, the establishment of reasonable divi- 
dends upon invested capital can usually be 
agreed upon with a minimum of misunderstand- 
ing, But the problem of reimbursement of physi- 
cians for their personal services is less easily 
solved. Nearly all private clinics establish a basic 
“drawing account’ for each physician. These are 
influenced by such factors as a doctor's experi- 
ence, type of specialty, and length of service. 
Special bonuses may be declared in accord with 
each doctor's personal services, as measured by 
total consultations, examinations or treatments, 
as well as new patients directly traceable to his 
personal membership in the group. 


FEES TO PATIENTS FOR SERVICES 


Fees charged to patients by private clinics 
tend to equal the prevailing rates charged by 
other physicians in each community. Variations 
from this rule generally reflect the individual 
doctor’s prestige or the financial situation of the 
patient. Underlying the establishment of fees are 
three separate but interrelated factors, namely: 
cost of production, professional benefit, and 
ability-to-pay. 

The cost-of-production principle is particularly 
suitable for such items as laboratory procedures, 
physiotherapy and some forms of roentgenology 
(particularly routine chest x-rays). Pricing tech- 
nical procedures at “cost” tends to separate them 
in the patients mind from the advice and 
services of the medical practitioner. 

Clinic management can make an estimate of 
the value of the time devoted to a specific pro- 
cedure by a salaried doctor. But are all the 
minutes or hours of a doctor's time of equal 
value? Does it “cost as much” to spend 30 
minutes in the consulting room as the operating 
room? None of the theories of cost-allocation in 
the accounting textbooks can be applied with 
confidence to analyses of the cost of personal 
services of a physician. 

A private group may occasionally apply the 
“benefit” theory, particularly where a series of 
tests or treatments have proved of doubtful value 
to the patient. A “regular” fee will be greatly 
reduced because of the uncertain or negative 
value of the service. If a positive result is ob- 
tained early in the course of management, the 
charge may be as high as if work had been 
completed. The benefit-theory admits the patient 
to partnership in the adventure of discovery and 
recovery. Any patient would appreciate special 
tempering of the fee for an ineffectual service. 
He would have little complaint if he were cured 
more promptly than was expected. This does not 
imply that a patient should always be taken into 
the doctor's confidence with respect to matters 
involving clinical judgment. But adjustment of 
charges according to the value received by the 
patient cannot possibly injure the practitioners 
from the professional or financial viewpoint. 

Ability-to-pay has long been the basis of medi- 
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cal charges, and still characterizes the fees 
assessed against most patients of private clinics. 
Ability to determine ability-to-pay is more likely 
to be found among the personnel and methods 
of the business office. 

Why have private clinics not grown more 
rapidlyP—If medical group practice is potentially 
good for patients and doctors, why has it not 
grown more rapidly among private physicians? 
Several reasons may be_cited. ; 

The physician has been educated and trained 
to dominate each situation in which he appears. 
It is easier for him to be master of his own house 
than to adapt his work to a group of professional 
equals. When several doctors work together, 
some of them must be administratively superior 
to the others, even if this dominance shifts from 
one to another with specific problems and tasks. 
A doctor’s training in the analysis and study of 
symptoms places little emphasis upon problems 
of management and organization. Many phy- 
sicians present a psychological resistance to 
“group” action, even though it would be 
economically sound and professionally desirable. 

There is a scarcity of business ability available 
for the organization of private medical group 
practice. The potential organizers are also the 
successful individual practitioners, who have 
little personal reason for initiating and maintain- 
ing a group for medical practice. Individual 
practitioners in some communities have opposed 
the formation of groups by those who wished to 
do so. Their viewpoint influences the action of 
medical societies, many of which have exhibited 
open hostility to private clinics. 

A final very important reason why physicians 
are not forming a large number of private 
groups is that “they do not have to”. Many of the 
professional and economic advantages sought in 
group practice have become available through 
the hospitals in each community. 

The personal relationship and free-choice.— 
Group medical practice must recognize the 
necessary “personal relationship” between phy- 
sician and patient. A patient’s need is “personal,” 
and his trust in a physician must be wholehearted 
and unreserved. Unless he tells the whole truth 
and follows instructions implicitly, diagnosis or 
treatment may be greatly hindered. The patient 
is a person, not a disease. The doctor is a person, 
not a machine. The personal relationships neces- 
sary during consultation with specialists (most of 
whom the patients are meeting for the first time) 
can be established with the help of a doctor in 
a group more easily than by cards of introduc- 
tion in the crowded waiting-rooms of busy 
independent specialists. 

Freedom of choice of one’s doctor is often 
very important to the peace of mind of the 
patient. The patient wants a “good” doctor in 
whom he has confidence. This confidence can 
be developed from personal experience by the 
patient or some friend or acquaintance. A satis- 
factory experience with a doctor, individually or 
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in group practice, will develop such confidence. 
An unsatisfactory experience will destroy it. 

Speaking as a layman, I believe that selection 
of a specialist should seldom be attempted by 
the patient. There is too great a possibility of 
selection on the basis of a reputation that may 
be irrelevant to the patient’s need. The chance 
of wise selection would be enhanced by placing 
the responsibility in the hands of a physician 
familiar with the patient’s condition. 

What group practice offers the physician and 
patient.—Time is money. If a patient needs to 
consult several doctors, he will find it more con- 
venient to do so at one address. It is sometimes 
said that medical groups tend to perform un- 
necessary services for patients merely because 
- the facilities are convenient and the doctors are 
accessible. These are rather good reasons from 
the patient's point of view. A few minor diag- 
nostic procedures might occasionally reveal some 
very important facts, and they can be performed 
with a minimum of time and effort by a medical 
group. | 

Health conservation is an important but elu- 
sive goal. The apathy of the public with respect 
to regular physical examinations has its counter- 
part in the lack of enthusiasm on the part of 
the medical profession. Prompt diagnostic serv- 
ice is a form of prevention that can arouse and 
sustain the interest of both physician and 
patient. It can be achieved promptly and eco- 
nomically when the specialists are working in 
each other's presence and are free to consult 
without undue formality or delay. Not every ill- 
ness requires the services of an experienced 
specialist, or the intimate understanding of a 
family doctor. In such situations, the medical 
group may use the services of younger and less 
experienced physicians. Patients are treated well 
because the younger doctors are supervised by 
their older colleagues. The young doctors grow 
in wisdom and skill without undue risk on the 
part of the patients who come under their 
supervision. 

Group practice permits the proper and full- 
time use of young physicians. A young doctor 
in competitive practice often spends a great deal 
of time waiting for patients. The reciprocal of 
the young doctor's entrance into medical practice 
is the older physician's retirement. Group prac- 
tice gives maximum opportunity to perform 
services requiring judgment and _ experience, 
while “tapering off’ on work that might involve 
manual dexterity and personal energy. 

Group practice is adaptable to general medical 
service and performance of the role which has 
been played by the family doctor. A medical 
group which serves the general community, in 
contrast to referred cases only, certainly should 
use the services of general physicians to main- 
tain continuity in the contacts with individual 
patients. Patients often have come to think of 
a specific clinic physician as “their doctor”. The 
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personal relationship is not destroyed by the fact 
that other physicians are located in the same 
office. General physicians in a group may per- 
form the special function of co-ordinating find- 
ings in a comprehensive diagnosis. These 
physicians establish the initial contact with a 
patient, direct him to various specialists, and 
discuss results with him along with a program 
of treatment and care. 


Some groups have a staff of general physi- 
cians, often young men whose responsibility is 
to treat minor ailments at the clinic and in the 
home in much the same way as general practi- 
tioners have done for generations. Some of the 
general practitioners may even retain occupancy 
of their private offices, conducting them as 
branches of the central medical groups. In this 
way patients and physicians retain ease of con- 
tact for the care of minor ailments, with the 
assurance that specialized equipment, knowledge 
and skill may be utilized when necessary. 


What about doctors on salary?—Early in. this 
paper it was implied that medical group prac- 
tice uses to a relatively high degree the “salary” 
principle as the basis of reimbursement. What 
does this do to the quality of medical service and 
to professional incentive? Several years ago, I 
made it a practice to ask every physician whom 
I met in connection with my work the following 
question: “What do you think of the suggestion 
that all physicians should receive a regular 
salary?” The replies were always the same, 
namely “What amount of salary did you have in 
mind?” 

An adequate salary should encourage a con- 
scientious physician to do more thorough work 
than otherwise. The fee-for-service basis of 
charge is the professional equivalent of the piece- 
work system in industry which serves as a 
speed-up device for manual workers. The 
analogy is not entirely complete, because the 
medical fee is permitted to vary with the cus- 
tomer. But even here the analogy may be more 
correct than flattering. Does it require more 
time to examine the throat of the local banker ° 
than an indigent client? Strictly speaking, the 
amount of time required should be determined 
by the probability of infection, rather than the 
probability of collection. 

What about professional incentive? My obser- 
vation leads me to believe that some of the 
hardest working people are the salaried mem- 
bers of professional and industrial groups. A 
good salary should be the answer to the wish 
often expressed by physicians that they would 
like to be free to practise medicine in terms of 
each patient’s need for service: 

One of the great dangers in a salary arrange- 
ment is that which attends any business con- 
tract, namely, that the employer will fail to 
recognize the special contribution of a superior 
person, or that he will offer such low salaries 
that only inferior applicants will accept or con- 
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tinue in the positions. Government agencies and 
universities have been particularly guilty of the 
practice of paying low salaries. The result in the 
past has been that qualified physicians in govern- 
ment work have either left their posts or reduced 
the amount of thought and energy devoted to 
their tasks. As to universities, the low salary 
has been defended on the ground that a teaching 
appointment enabled the professor to charge 
higher fees and to develop a more active prac- 
tice. This latter policy has been a sordid boon 
to the honoured professions of medicine and 
teaching. 

Group practice and group payment.—Emphasis 
has thus far been placed upon group medical 
practice as an economical method of producing 
good service. No specific mention has been made 
of the problems of group-payment by the actual 
or potential recipients of medical service. Group- 
payment and group-practice are related matters, 
but they are distinct in their objectives and pro- 
cedures. Each is derived from the individual's 
eternal quest for certainty in matters of health. 
Two forms of uncertainty face an individual 
when he becomes sick; namely: how much his 
illness will cost, and whether he will recover. 

The uncertainty of cost can be removed 
through group action such as insurance or taxa- 
tion. Health insurance is here to stay. The ques- 
tion is whether health insurance plans will be 
developed rapidly enough by medical leadership 
to avoid the establishment of burdensome 
government control. Certainty of recovery can 
never be achieved. But physicians can assure the 
patient that all available medical knowledge and 
skill will be directed to that end. 


CONCLUSION 


North America has more well-trained phy- 
sicians and subsidiary medical personnel than 
any other part of the world. We also have more 
hospitals and scientific equipment for prevention, 
diagnosis and treatment. But the need remains 
for professional personnel to be co-ordinated 
adequately so that knowledge, skill and equip- 
ment can be utilized for the greatest good of 
the greatest number. : 

Group practice by private physicians is, of 
course, only one phase of a complete health 
program. The costs of medical care should be 
met through group action by the public through 
appropriate uses of insurance and _ taxation, 
balanced in such manner as to place the burden 
equitably upon those best able to pay and most 
likely to benefit, directly and indirectly, from 
adequate personal health service. 

Medical service by physicians should be co- 
ordinated with that of dentists, nurses, public 
health agencies and hospitals, as well as educa- 
tion of the general public. Personal health is 
affected by employment, nutrition, recreation, 
and housing. Availability of medical care cannot 
offset difficulties arising from irregular work, in- 
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sufficient food, improper living conditions or in- 
adequate clothing. But prompt treatment by or 
under the direction of qualified physicians can 
do much to maintain a high level of personal 
health in North America. 

Medical and hospital service should be co- 
ordinated within each institution, and through- 
out each community. Through such co-ordina- 
tion, the people will receive maximum value 
from facilities which they have created and from 
the knowledge and _ skill of the medical 
profession. 
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THE COLLEGE OF GENERAL 
PRACTICE OF CANADA 


M. R. STALKER, M.D., Ormstown, Que. 


At THE CANADIAN Medical Association Conven- 
tion at Winnipeg in June 1953 a committee of 
seven was appointed by General Council to do 
all things necessary to form a College of General 
Practice of Canada. The aims and objects, pro- 
yisional rules and regulations, the officers and 
members of House of Representatives have been 
published in December, January and March issue 
of the C.M.A. Journal and [Union Médicale. The 
other six members of this Committee have now 
asked me to make a report to the profession of 
Canada. I should like to think that in doing this 
I was speaking to each and every physician in 
Canada. 

It is six years since Dr. Wallace Wilson, Past- 
President of the C.M.A., realizing the unrest 
within the ranks of the general practitioners 
asked Dr. Victor Johnston to call and chair a 
meeting at the annual meeting in Toronto. This 
meeting was very largely attended and there was 
a strong and definite expression of opinion that 
some action should be taken. The Section of 
General Practice was founded and throughout 
the succeeding years representatives from the 
ten provinces have been meeting at least twice 
each year, with a very active executive working 
throughout the year. At each convention a gen- 
eral’session of the Section was held and a report 
made each year to General Council. In 1952, 
General Council set up an exploratory committee 
to study and bring in a report. This committee 
held meetings with representatives of district and 
divisional sections of general practice across 
Canada, the Canadian Hospital Council, the 
Catholic Hospital Council, the Association of 
Canadian Medical Colleges, the Royal College of 
Physicians and Surgeons of Canada, the Ameri- 
can College of Surgeons, and the American 
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Academy of General Practice and received many 
communications. from the College of General 
Practitioners of United Kingdom. Finally these 
many ideas were reported and debated in a 
large meeting representative of many parts of 
organized medicine in Canada in April 1953. 
This exploratory committee reported to General 
Council that only an independent College of 
General Practice would meet our requirements. 
General Council authorized its formation. It is 
now set up and will be inaugurated on June 17 
at Vancouver. 


What does it mean? The aims and objects have 
been published and do not need repetition. In 
sum total they mean that the College will tap 
every source and explore all avenues to assist 
every practitioner in Canada to become a better 
doctor. This is indeed a large undertaking. It is 
realized how different this assistance will be for 
the physician in a large urban area and the one 
in a remote rural practice. It has been said so 
often, but not too often, that the family doctor 
is the backbone or foundation of the profession. 
We believe that to be true, and it is the ambition 
of this College to make certain that it will con- 
tinue to be so in Canada. 


There is an aim and objective that has not 
been published or written about, but I believe 
it to be true. It is the desire of the great majority 
of our profession to prevent any form of state 
control of medicine. We also believe that the 
majority of the citizens of Canada do not want 
this catastrophe to happen. The family doctor is 
the best ambassador that the profession has. He 
is close to the grass roots of our society. During 
the past few decades there have been a great 
many complaints that family doctors were no 
longer available, and that the quality of general 
practice was not what it might be. The changing 
order of medical practice and medical service 
has been talked about and written about but as 
yet we in the profession have not done much 
about this changing order. It would not be too 
difficult to visualize that our people might ask, 
as some already have asked, for the state to 
supply medical service. It.is a serious ambition 
of this new College of General Practice to meet 
this challenge of our times. We believe that we 
who understand the mind and workings of the 
general practitioner can assist in increasing the 
prestige of family doctors and thereby increase 
their numbers and the quality of service. This 
should be an important contribution in the 
maintenance of our freedom. 

Before I attempt to discuss how the College 
hopes to turn platitudes into reality, I wish to 
discuss briefly one criticism that. we have met 
with during these six years. It is that the College 
would cause disunity within our Association and 
within the profession. It has been the opinion of 
all: those interested in this projéct that the op- 
posite is true. It has seemed to the practitioners 
that we were: in danger of breaking into two 
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parts: the super-trained specialists and the 
under-trained practitioners. It is our belief that 
specialists are an essential part of the profession. 
We also believe that the general practitioner is 
just as important and that in the field of pre- 
ventive and curative medicine he should be part 
of the team furnishing that service. It is there- 
fore the main objective of the College to help 
the practitioner to raise his standards. This is to 
be done largely during his active practice. We 
are not alone in this desire. The Cohen report 
to the British Medical Association recommends ‘a 
three to four year apprenticeship type of train- . 
ing for general practice after graduation. 


While these many ideas have been maturing 
during the past six years we have been accused 
of being tardy, of stating platitudes and of not 
revealing our program of function. This has now 
been done. It will take time, energy and money 
to bring it to full fruition. 


Primarily the practitioner is to be helped to 
help himself with a continuous educational pro- 
gram. For those members of the profession who 
belong to a University Hospital it is a regular 
procedure to attend several conferences and 
ward rounds each week. They meet their asso- 
ciates and discuss their problems and the result 
is a continuous educational experience. The 
oar a and especially the person without a 

ospital appointmest has not this opportunity. 
The result can be isolation (in many cases this. 
isolation is almost compulsory) and can lead to 
deterioration. We all know how constantly ideas 
change and how difficult it is to keep up with the 
times. It will be the function of the College to 
lead, to stimulate, to reward, and to find ways 
and means to overcome, at least in part, this 
serious handicap, the isolation of the general 
practitioner. 


To begin with, the undergraduate starts with 
a great handicap. He enters university usually 
with the ambition to become a doctor. In recent 
times it has seemed almost inevitable that his 
teachers are departmental specialists. It is little 
wonder that by the end of his course he becomes 
a specialist. As yet we must confess that we do 
not know all the ways and means by which this 
tendency can be overcome but the universities 
have shown a great interest and desire to help. 
The College will co-operate with them in search- 
ing for the answers. 

Following graduation the immediate training 
in approved hospitals has led in the great 
majority of cases to specialties. The specialties 
are» becoming crowded while there is a great 
dearth of general practitioners. General practice 
is being done by those trained in one depart- 
ment. It is the hope of the College that a broader 
type of training can be evolved. As stated before 
we believe that specialist training is necessary 
but that a better practitioner training is also 
necessary. We believe that two years or more of 
postgraduate training is necessary before enter- 
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ing practice. However, part of this could be 
apprenticeship training as advised in the Cohen 
report in England. It is our desire that many 
hospitals that formerly have not taken any part 
in intern and postgraduate training may take on 
this important duty. We hope that a graduate 
who aims to become a responsible practitioner 
will divide his postgraduate training between 
university hospital, community hospital and ap- 
prenticeship to a general practitioner.: We 
anticipate that during this time he will have at 
least sufficient income to live on. 

It is following this stage, when the practitioner 
enters his own practice, that isolation may set in. 
It is our belief that our members will enjoy a 
continuing educational program throughout their 
career. It will be compulsory for each member 
to take an average of 50 hours of varied post- 
graduate training each year. This is roughly 
two weeks each year. We are conscious of the 
fact that this will be simple for the urban phy- 
sician and difficult for the man in a remote and 
isolated spot. We expect to have a register of 
young graduates who will be willing to act as 
locum tenens for those who wish to get away 
for a postgraduate trip and holiday. This should 
be an extremely worthwhile experience for both 
parties. We hope to give credits for attendance 
at conferences, ward rounds and staff activities of 
all sizes of hospital. We likewise expect to 
stimulate and give credit for case reporting, 
book reviews and research in general practice. 
We know that these ideas are visionary as re- 
gards the whole profession but if 25 to 50% are 
sincerely stimulated it will be a really great 
contribution to Canadian medicine. 


From the beginning we have had much 
debate about the problem of hospital appoint- 
ments for general practitioners. So often it has 
been viewed only through the glasses of the uni- 
versity hospital appointment. This is an im- 
portant and difficult problem but it is no more 
important than that of non-university hospital 
appointments. This subject is being studied and 
reviewed in all parts of the free world. There 
are certain principles to which the College ad- 
heres and from these principles will be worked 
out something basic and worthwhile. These 
principles are: 

That a graduate with adequate training re- 
quires a hospital appointment. That Departments 
of. General Practice, administrative in nature, 
should be present in all hospitals: much work has 
been accomplished along this line by the 
American Academy of General Practice and in 
many parts of Canada. That the Four R’s of the 
Joint Commission for Accreditation of Hospitals 
will be respected. These are: Responsibility, 
Rules, Records and Review. 

Establishment of a program with these basic 
principles as a foundation and guide will give 
practitioners an opportunity to develop responsi- 
bility and judgment and to progress. 
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In the minds of some, certificates have been 
given undue importance. In general, they will 
be used to designate a practitioner who has made 
an honest attempt to improve the standard of his 
practice by a continuing program of post- 
graduate education. ~ 

We have heard much about irresponsible prac- 
titioners during our discussions with hospital 
authorities. This subject must be the responsi- 
bility of many parts of our profession and our 
society, such as the universities, boards of 
governors of hospitals, medical staff and the 
Royal College of Physicians and Surgeons. We 
believe that a large percentage of practitioners 
are responsible persons and anxious to be given 
an opportunity to prove it. Privileges in hos- 
pitals are under the jurisdiction of the medical 
staff and the board of governors. In order to 
obtain privileges the practitioner must prove his 
ability, accept responsibility and be ready. to 
have his work audited at all times. 

There is finally the question of a higher degree 
or Fellowship in General Practice. The final 
details are yet to be worked out. It is the opinion 
of the organizing committee that it will be 
necessary “to establish Fellowship standards that 
will qualify recipients for greater responsibility 
in all aspects of medical practice including ap- 
pointments in hospitals and universities.” It 
should be understood that “hospitals” means all 
hospitals and not only university hospitals. The 
general aim of the College is to carry the 
principles of Hippocrates to all parts of the pro- 
fession. Hence, leaders and teachers will be re- 
quired in all parts of the country, even in those 
remote areas where a hospital is not present. It 
therefore seems reasonable to try to find and 
develop these leaders, hence the Fellowship 
standard. It is thought that Fellows of the 
R.C.P. and S. should be the teachers and leaders 
of specialists, while Fellows of the College of 
General Practice occupy a similar place for its 
members. It is hoped that much of the work to 
fulfil these requirements may be carried out 
while the candidates are in active practice. 

This then summarizes thinking and conclusions 
arrived at during the last six years. It represents 
only the beginning, for there is much yet to be 
done. It will be done. Dr. Victor Johnston, the 
father of this movement, has given up the 
security of his practice to be executive director 
of the College during the days of its infancy. 
The College of General Practice of Canada is an 
important milestone in Canadian medicine. It 
has received the support of Canadian organized 
medicine. It deserves the support of all mem- 
bers of the profession. For those of us past the 
meridian of our careers there will be much to 
give, with little to receive. For those in the active 
productive years of life there will be much to 
give in leadership and support, but considerable 
rewards also. The great benefit will be to the 


youth in our profession and those yet to come, 
and through them to all citizens of Canada. 
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Preliminary Program 
EIGHTY-SEVENTH ANNUAL MEETING 


~—6 Canadian Medical Association 


VANCOUVER, JUNE 14-18, 1954 


President—Dr. C. W. Burns, Winnipeg. 
President-Elect—Dr. G.-F. Strong, Vancouver. 
Chairman of the General Council— 
Dr, N. H. Gosse, Halifax. 
General Secretary—Dr. T. C. Routley, Toronto. 
Deputy General Secretary—Dr. A. D. Kelly 
Toronto. 
Assistant Secretary—Dr. A. F. W. Peart, Toronto. 
Preparations for the Eighty-Seventh Annual 
Meeting are well advanced and active local 
committees of the British Columbia Division 
have been busy in arranging a program of events 
which has elements of interest for every doctor 


and his wife. The General Council will meet on 
Monday and Tuesday, June 14 and 15 to discuss 
the business of the Association. The Scientific 
Program will commence on Monday, June 14 
and will continue for five full days through 
Friday, June 18. In addition to the meetings of 
the Specialist Societies held in close relationship 
to the Canadian Medical Association, a full 
scale program of clinical presentations in Colour 
Television will take place during the first two 
and a half days of the meeting. . 

The Annual General Meeting will be held on 
Wednesday evening, June 16, and this event will 
be followed by the President’s reception and 


“'The Pacific Shore in ’54“ 


C.M.A. CONVENTION - JUNE 14 - 18, 1954 


Make Your Reservation NOW 


He Ee ee ee ae ee ea ee en ee OO a Pe ee eet —~ 


MAIL THIS APPLICATION 





To: 
' HOWARD BLACK M.D., 
CHAIRMAN—HOUSING COMMITTEE, 
ACADEMY OF MEDICINE BLDG., 
1807 WEST 10th AVE., 
VANCOUVER, B.C. 














Please reserve the following: 
Single CD 
MOTEL Suite CJ 
Kitchen facilities [] 


$3 to $5 per person single 
$6 to $15 per family for suite. 








Motel Price Range 


ee ee 


Single C 
Twin C] 
HOTEL Double _ CJ 
Connecting doubles [J 
Suite CJ 


ee 


oe memo ee wore eee ge ete Ss whe so psec ee betwee ewe em eew eo eons 


i 
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dance. A unique feature of medical week in 
Vancouver will be the inaugural ceremony to 
launch the College of General Practice of Can- 
ada. This historic occasion will be held on 
Thursday, June 17. 

The preliminary program of scientific sessions 
is as follows: 


Monday, June 14 


CLINICAL PROGRAM IN COLOUR 
TELEVISION 


9.30 a.m. - 12.00 p.m. 


Radical Removal of the Breast. 


Dr. Roger Wilson; Dr. Lyon H. Appleby; Dr. 
Ronald D. Nash. 
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The Treatment of Squint. 
Dr. John A. McLean; Dr. Derek G. Simpson; Dr. 
Roy J. Paine; Dr. E. F. Raynor. 
Clinical Use of Radioactive Iodine in Diseases of the 
Thyroid Gland. 
Dr. E. T. Feldsted; Dr. Hamish W. McIntosh. 


Arterial Insufficiency. 
Dr. T. R. Sarjeant. 
2.00 p.m. - 4.30 p.m. 


Oral Cancer. 
Dr. A. M. Evans; Dr. Ronald D. Nash. 


Evaluation of the Obstetrical Pelvis. 
Dr. A. E. Trites. 


The Hemolytic Anzemias. 
Dr. William H. Perry. 





Ph 


(Photo by Canadian Pacific Railway) 


South Thompson River, Monte Creek, B.C. Misses 
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Safe Anzsthetic Procedures for Obstetrical Practice. 


Dr. Eric Webb. 


Demonstration of Plaster Techniques. 
Dr. F. C.. Preston. 


Tuesday, June 15 


Clinical Program in Colour Television 


9.30 a.m. - 12.20 p.m. 
Solitary Lesion of Lung. 


Dr. W. Elliott Harrison; Dr. R. Wallace Boyd; Dr. 
P. Morse; Dr. 


Gordon F. Kincade; Dr. 
Malcolm Allan; Dr. H. Dumont. 


Intra-articular Injections. 
Dr. Arthur W. Bagnall. 


Surgical Treatment of Emergencies. 


Dr. Allan D. McKenzie; Dr. R. G. Langston; Dr. 


J. W. Cluff; Dr. Cameron S. Allen; Dr. K. D 
Charron. 


2.00 p.m. - 4.30 p.m. 


Parenteral Fluid Administration to Infants. 
Dr. J. W. Whitelaw; Dr. Margaret Mullinger. 


Obesity. 
Dr. Hamish W. McIntosh. 


A Clinical Demonstration of Joint Disabilities. 
Dr. A. S. McConkey. 


External Version. 
Dr. Jack E. Harrison. 


Acne. 
Dr. Donald Williams. 


Wednesday, June 16 
Clinical Program in Colour Television 


9.00 a.m. - 12.00 noon. 
Cesarean Section and Resuscitation. 


Dr. Fergus Johnston; Dr. E. B. Trowbridge; Dr. 


Peter H. Spohn; Dr. Geoffrey C. Robinson. 
Neurological Gaits. 

Dr. Charles E. G. Gould. 
Examination of a Normal Newborn. 

Dr. A. F. Hardyment. 
Rehabilitation Procedures. 


Dr. F. P. Patterson; Dr. Harold H. Boucher; Dr. 
Donald E. Starr; Dr. Howard Weaver; Dr. 
William J. Thompson. 


a 


Wednesday, June 16 
Section of Historical Medicine 


9.00 a.m. - 10.30 a.m. 
Canadian Psychiatry—An Historical Outline. 
Dr. E. L. Margetts, Montreal. 
Medical Men and Creative Writing. 
Dr. T. F. Rose, Victoria. 


William Hamey and the Valves of the Veins: or, The 
Care and Feeding of a Legend. 


Dr. Lloyd Stevenson, London. 


The Two Hameys—The Stranger and the Son. 
Dr. J. W. Macleod, Saskatoon. 
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GENERAL SESSION 


2.00 p.m, - 3.30 p.m. 
Valedictory Address. 
Dr. C. W. Burns, Winnipeg. 


Some Recent Advances in the Treatment of Hzmato- 
logic Disorders. 


Dr. C. C. Sturgis, Ann Arbor, Mich. 
The Lister Lecture—Chemotherapy of Tuberculosis. 
Sir Howard Florey, Oxford, England. 


ROUND TABLE CONFERENCES 


3.45 p.m. - 5.15 p.m. 

Rehabilitation. 
Dr. Wallace Wilson, Vancouver (Chairman); Dr. 
H. Hoyle Campbell, Toronto; Dr. Frank A. Turn- 
bull, Vancouver; Dr. Arthur W. Bagnall, Van- 
couver; Mr. S. Alan S. Malkin, Nottingham, 
England. 

Use of ACTH and Cortisone in Pediatric Practice. 


Dr. Reginald H. Wilson, Vancouver (Chairman); 
Dr. A. L. Chute, Toronto; Dr. C. Collins-Williams, 
Toronto; Dr. Maurice Young, Vancouver; Dr. 
Hamish McIntosh, Vancouver. 


Lesions of the Breast. 
Dr. T. R. Sarjeant, Vancouver (Chairman). 


Clinical-Pathological Conference 


Dr. William Boyd, Vancouver; Dr. H. Rocke 
Robertson, Vancouver; Dr. Murray McC. Baird, 
Vancouver; Dr. Roger Wilson, Vancouver. 


Thursday, June 17 
Session A 


9.00 a.m. - 10.30 a.m. 
Hypogonadism. 
Dr. H. W. McIntosh, Vancouver. 
A Canadian Table of Average Weights. 
Dr. L. B. Pett, Ottawa. 
Gout. 
Dr. H. G. Kelly, Kingston. 
Lead Absorption and Its Control. 
Dr. W. S. Huckvale, Trail. 


An Evaluation of Various Forms of Treatment of 
Toxic Goitre. 
Dr. C. C. Sturgis, Ann Arbor, Mich. 
Pyogenic Infections of the Skin. 
Dr. G. B. Sexton, London. 


Section of Anzsthesia 


Intravenous Demerol Anzsthesia. 
Dr. H.. Randall, Vancouver. 
Clinical Evaluation of Hexylcaine Hydrochloride 
(Cyclaine) as a Local Anesthetic Drug. 
Dr. R. A. Gordon, Toronto. 


Obstetrical Anzsthesia. 
Dr. J. A. McNab, Vancouver. 


Anzsthetic Procedures: in a Small Community 
Hospital. 


Dr. L. J. Patterson, Red Deer. 
Business Meeting, Section of Anesthesia: 
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Section of Radiology 


The Use of Radioiodine in Thyrotoxicosis. 
Dr. E. T. Feldsted, Vancouver. 


Benign and Malignant Gastric Ulcers. 
Dr. G. I. Norton, Vancouver. 
Diagnosis and Treatment of Calcifying Lesions of the 
Shoulder Joint. 
Dr. Roger Hall, Edmonton. 
Recent Advances in the Control of Breast Cancer 
Metastasis. 
Dr. O. M. Sadler, Vancouver. 


Session B 


Common Rectal Disorders. 
Dr. C. C. Jackson, Vancouver. 


Topic to be announced. 
Dr. N. L. Elvin, Winnipeg. 


Partial Gastrectomy and its Sequelz. 
Dr. F. I. Lewis, Toronto. 


Rehabilitation in Poliomyelitis. 
Dr. W. J. Thompson, Vancouver. 


Conservative Treatment of Fractures of the Elbow 
Joint. 


Dr. F. R. Tucker, Winnipeg. 


Phlebitis—Its Long Term Outlook. 
Dr. James R. Francis, Calgary. 


12.00 noon - 2,00 p.m. 


Launching of the College of General Practice of 
Canada. 


GENERAL SESSION 


2.00 p.m. - 3.30 p.m. 


The Surgical Treatment of Mitral Stenosis. 
Dr. Ross Robertson, Vancouver. 


Obstetric Deaths. 
Dr. Bayard Carter, Durham, N.C. 


The National Sickness Survey. 
Dr. G. D. W. Cameron, Ottawa. 


ROUND TABLE CONFERENCES 


3.45 p.m. - 5.15 p.m. 


New Drugs. 
Dr. R. B. Kerr, Vancouver (Chairman). 


Communicable Diseases—Prevention, Diagnosis and 
Treatment. 

Dr. J. F. McCreary, Vancouver (Chairman); Dr. 

A. J. Rhodes, Toronto; Dr. H. Medovy, Winnipeg. 


Pregnancy and Its Relation to Various Systemic 
Diseases. ee 
Dr. F. W. B. Hurlburt, Vancouver (Chairman); 
Dr. A. M. Agnew, Vancouver; Dr. W. A. Oille, 
Toronto; Dr. D. R. Wilson, Edmonton; Dr. L. 
Lowenstein, Montreal. 


Clinical-Pathological Conference 


Staphylococcal Pneumonia and Empyzma in Infancy. 


Dr. Desmond Magner, Ottawa; Dr. D. S. Munroe, 
Vancouver; Dr. D. J. Conway, Ottawa. 
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Friday, June 18 
Session A 


9.00 a.m. - 12.00 noon. 


Carbon Tetrachloride Poisoning. 
Dr. G. C. Robinson, Vancouver. 


The Diagnosis of Cardiac Infarction. 
Dr. G. W. Manning, London. 


Recent Advances in the Approach to Psychosomatic 
Problems. 


Dr. A. B/ Stokes, Toronto. 


A Physician Looks at Gastrectomy. ' 
Dr. A. M. Johnson, Vancouver. 


The Comatose Patient. 
Dr. E. F. Brooks, Toronto. 


The Anzmias. 
Dr. D. G. Cameron, Montreal. 


Session B 


The Management of Bleeding Peptic Ulcers. \ 
Dr. G. F. Homer, Victoria. - 


The Diagnosis of the Acute Abdomen. 
Dr. F. H. Wigmore, Moose Jaw. 


The Value of Sectional Radiography. 
Dr. Charles Vaughan, Hamilton. 


Tracheotomy. 

Dr. N. J. Blair, Vancouver. 
Urological subject. 

Dr. C. B. Stewart, Winnipeg. 
Emergency Surgery of the Newborn. 

Dr. J. R. Neilson, Vancouver. 


Armed Forces Medical Section 


Lessons for Civilians Derived from the Air Evacuation 
of Military Patients. 
Air Commodore A. A. G. Corbet, Ottawa. 


The Canadian Forces Medical Council—Its Place in 
National Defence. 


Dr. J. A. MacFarlane, Toronto. 
The Effective Use of Medical Manpower in a National 
Emergency. 
Air Marshal Sir Philip Livingston, Duncan. 
Report from Korea. 
Brigadier K. A. Hunter, Ottawa. 


Section of Obstetrics and Gynzcology 


Management of the Cardiac Patient in Pregnancy. 


(a) Medical Aspects—Dr. C. G. Campbell, Van- 
couver. 


(b) Obstetrical Aspects—Dr. Thomas Primrose, 
Montreal. 
Carcinoma In Situ of the Cervix. 
Dr. Bayard Carter, Durham, N.C. 
Hydatidiform Mole and Chorioepithelioma. 
Dr. J. R. McArthur, Toronto. 


Placental Pathology. 
Dr. J. P. A. Latour, Montreal. 
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Section of Ophthalmology 
Ocular Pemphigus. 
Dr. D. G. Simpson, Vancouver. 
Topic to be announced. 
Dr. J. W. Duggan, Edmonton. 


Intraocular Acrylic Implant of Ridley~A Series of 
Cases. 


Dr. J. P. Harshman, Toronto. 
Ocular Muscles. 

Dr. E. F. Raynor, Vancouver. 
Epithelial Downgrowth. 

Dr. K. O. Fleming, Vancouver. 


GENERAL SESSION 


2.00 p.m. - 3.30 p.m. 
Therapeutic Possibilities in the Lymphomas. 
Dr. D. M. Whitelaw, Vancouver. 
Guest speaker and Topic to be announced. 


Surgical Emergencies in the Newborn: Their Recog- 
nition and Treatment. 


Dr. C. C. Ferguson, Winnipeg. 


ROUND TABLE CONFERENCES 


3.45 p.m.-5.15 p.m. 


Current Treatment of Allergic Disease. 


Dr. C. H. A. Walton, Winnipég (Chairman); Dr. 
T. H. Aaron, Edmonton; Dr. A. R. Birt, Winni- 
peg; Dr. J. D. L. FitzGerald, Toronto; Dr. Bram 
Rose, Montreal. 


Do’s and Don’t’s in the ‘Treatment of Common Skin 
Disorders. 


Dr. D. H. Williams, Vancouver (Chairman ). 
Gall Bladder Disease. 
Dr. L. H. Appleby, Vancouver (Chairman ). 


| Clinical-Pathological Conference 


Dr. H. H. Pitts, Vancouver; Dr. A. ¥. McNair, 
Vancouver. 





MEDICAL COLOUR 
TELEVISION— 

ITS PAST AND FUTURE 
Part I. | 


WHEN COLOUR TELEVISION makes its appearance 
in the scientific teaching program of the annual 
meeting of the Canadian Medical Association, 
the medium will enter its sixth year of service 
to the medical profession. 

The history of colour television in medicine 
necessarily begins in the failure of black-and- 
white television to meet the visual demands of 
medical subject matter. Smith, Kline & French 
Laboratories, a Philadelphia and Montreal phar- 
maceutical firm, after presenting one black-and- 
white medical program in 1948, recognized that 
the limitations. of a monochrome-medium were 












severe enough to prevent its complete acceptance 
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by the medical profession. Lacking colour, subtle 
but highly essential medical material such as 
tissue differentiation, areas of infection, localiza- 
tion of vital arteries and veins, and the extent of 
circulation could not be ~~ represented. 
Probably the greatest single difficulty was the 
fact that red is almost invisible in black-and- 
white reproduction. Colour television was the 
only answer. 

Taking the initiative, SKF contacted the Re- 
search and Engineering Division of the Columbia 
Broadcasting System, whose experimental work 
in the field was known. CBS said it was possible 
to custom build a colour television camera, 
camera chain, and enough receivers to accom- 
modate an audience of 1,000 persons. SKF placed 
the order and, in April 1949, the equipment was 
delivered. The camera itself resembled none in 
existence. Mounted on the end of a six-foot 
boom the camera head could be suspended 
directly over the operating table and well above 
the heads of the operating team. On June 6, 
1949 in Atlantic City SKF presented the first 
public showing of colour television at the annual 
meeting of the American Medical Association. 
The success of the program exceeded all expec- 
tations as 30,000 doctor-visits were recorded for 
the.four days of televised presentations. 


Now, five years later, medical colour television 
has compiled a remarkable record of achieve- 
ment. While the medium is still a vague thing 
of the future for the lay public, the medical pro- 
fession has viewed from 100 to 200 hours of 
colour television every year since 1949. Nor. has 
Smith, Kline & French, which sponsors and pro- 
duces all colour telecasting at medical meetings, 
confined the use of its postgraduate teaching aid 
to the United States. The Canadian Medical 
Association presented a program of medical 
colour television in Montreal at its annual meet- 
ing in 1951. This also represented the first show- 
ing of the colour medium in Canada. Following 
the C.M.A. telecasts, Europe had its first look 
at colour TV in an SKF program for the Interna- 
tional Society of Surgeons meeting in Paris. The 
appearance of medical colour television in Van- 
couver will'mark the 58th medical meeting where 
colourcasts have been included in the scientific 
teaching program. 

But the colour medium brings to Canada more 
than a history. Many new developments in 
equipment and production techniques have been 
incorporated into the programs. On view for 
the first time in Canada will be two projection- 
type receivers equipped with 414 by 6 foot 
screens. These receivers were specially buiit for 
medical colour television by CBS and present 
the audience with a picture 27 times larger than 
the original 12-inch colour sets. Less spectacular 
additions, such as a highly mobile studio-type 
camera, have also contributed to picture quality. 

In what amounts to an ascending cycle, ex- 
panded technical facilities have enabled pro- 
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duction techniques to accommodate much more 
diverse and elaborate medical material. Thus the 
scope of the programs has widened to the point 
where presentations impossible to televise satis- 
factorily in the past are now brought before the 
audience with ease and clarity. Physicians at 
Vancouver will view a medium grown to ma- 
turity since its last visit to Canada. 


(To be concluded in the May issue) 





CONFERENCE OF SECRETARIES 
AND P.R. CHAIRMEN 


A NEW DEPARTURE in the development of The 
Canadian Medical Association occurred in 
February when two national conferences took 
place in Toronto. The first mid-winter conference 
of Divisional Secretaries was held February 4 
and 5, and the first National Conference on 
a Public Relations followed on February 
5 and 6. 





Canad. M. A. 


J. 
April 1954, vol. 70 





These were working parties of the officials 
who serve the Divisions and the Chairmen of 
provincial Committees on Public Relations, meet- 
ing for the first time with the nucleus of the 
national Committee. The conferences were 
unique in that attendance was 100%; every 
Secretary and every P.R. Chairman from every 
province was not only in attendance but also 
participated actively in discussions of practical 
problems. , 

The agenda was packed with matters which 
reflect the widespread interests of the organized 
medical profession, matters which concern every 
doctor and which have as their ultimate objec- 
tive improvements in health services to the 
people of Canada. 

It is a good thing for our Association, and in- 
cidentally for national unity, that representatives 
from each of the ten Divisions of the Canadian 
Medical Association should get together to de- 
bate the issues of the medical profession and its 
relationship to the public. The growing impor- 
tance of satisfactory liaison between our pro- 
fession and members of other sections of the 
general public scarcely needs emphasis. The 
occasion was recorded in the photograph repro- 
duced here. 





: (Photo by Herb Nott & Co., 
First C.M.A. Conference on Public Relations 


Toronto) 


Toronto, February 5 and 6, 1954 


Left to right—back row: Dr. R. A. Mustard, Nucleus Committee; Dr. E, F. Crutchlow, Quebec Div.; Dr. G. 
W. Peacock, Saskatchewan Div.; Dr. F. L. Whitehead, New Brunswick Div.; Dr. F. C. Jennings, New Brunswick 
Div.; Dr. T. C. Michie, Alberta Div.; Dr. L. A. Sigurdson, Manitoba Div.; Dr. M. T, Macfarland, Manitoba 


Div.; Dr. A. D. Kelly, Deputy General Secretary; 
Routley, General Secretary; Dr. 
Bagnall, British Columbia Div.; Dr. G. G. Ferguson, 


H. Gordon Young, Saskatchewan Div.; Dr. 


G. I. Sawyer, Ontario Div.; Dr. Jacques Durivage, Quebec Div.; Dr. A. Ww. 
British Columbia Div.; Dr. Wm. Bramley-Moore, Alberta 


Div.; Dr. A. F, W. Peart, Assistant Secretary. Front row: Dr. H. W. Moyse, Prince Edward Island Div.; Dr. 
F. G. Barton, Nova Scotia Div.; Dr. L. V. Lang, Ontario Div.; Dr. E. C. Steele, Nucleus Committee; Dr. J. W. 


Graham, Nucleus Committee: Dr. W. G. 


Bigelow, Chairman, C.M.A, Committee on Public Relations; Dr. W. 


Cc. Givens, Nucleus Committee; Mr. A. K. Gillies, Ontario Div.; Dr. P. O’D. Gallagher, Newfoundland Div.; 
Dr. R. J, Simms, Newfoundland Div.; Dr. J. H. Maloney, Prince Edward Island Div. 
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MEDICAL SOCIETIES 


EASTERN ASSOCIATION OF 
ELECTROENCEPHALOGRAPHERS 


A Symposium on wave and spike abnormalities in the 
electroencephalogram was held from March 4 to 6 in 
St. Adele Lodge, P.Q. The meeting was attended by 
electroencephalographers from the eastern United States 
and Canada; scientific sessions were held in the late 
afternoons, while the mornings were devoted to skiing. 





MISCELLANY 


FOOLISH FRIENDS IN THE 
SICKROOM 


[What Florence Nightingale had to say in 
1859* is still worth listening to. We therefore 
are glad to reprint her remarks in commemora- 
tion of World Health Day, April 7.—Eprror. | 


FLORENCE NIGHTINGALE 


I really believe there is scarcely a greater worry which 
invalids have to endure than the incurable hopes of 
their friends. 

There is one practice against which I can speak more 
strongly from actual personal experience, wide and long, 
of its effects during sickness observed both upon others 
and upon myself. I would appeal most seriously to all 
friends, visitors, and attendants of the sick to leave off 
this practice of attempting to “cheer” the sick by making 
light of their danger and by exaggerating their proba- 
bilities of recovery. 

Supposing the patient to be possessed of common 
sense—how can the “favourable” opinion, if it is to be 
called an opinion at all, of the casual visitor, “cheer” 
him—when different from that of the experienced (medi- 
cal) attendant. Unquestionably the latter may, and often 
does turn out to be wrong. But which is most likely to 
be wrong? 

The fact is, that the patient is not “cheered” at all by 
these well-meaning, most tiresome friends. On the con- 
trary he is depressed and wearied. . . . He feels what a 
convenience it would be if there were any single person 
to whom he could speak simply and openly, without 
pulling upon himself the string of this shower-bath of 
silly hopes and encouragements. 

On the other hand, there is nobody so credulous as a 
credulous invalid, except perhaps, the credulous friends 
of a credulous invalid. 

How often does it happen that, no sooner have the 
doctor and nurse come to a perfect. understanding as to 
what must be done, than the nurse is surprised by having 


*Notes on Nursing, Florence Nightingale, published by 
Gerald Duckworth, London, 1952. 
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an opinion given her as to what ought be done from 
somebody she never heard of before. It is sometimes an 
old friend or an old school-fellow who suddenly finds 
out that everybody, patient, doctor, nurse, has been 
wrong, and that such and such other management would 
answer better; and everything is upset, confidence is 
destroyed or disturbed, everybody is annoyed, but only 
one person is injured, and that is the patient. 

So also as to all the advice showered so profusely 
upon the sick, to leave off some occupation, to try some 
other doctor, some other house, pill, powder, or specific. 
I say nothing of the inconsistency, for these advisers are 
sure to be the same persons who exhorted the sick man 
not to believe his own doctor, because “doctors ‘are 
always mistaken”, but to believe some other doctor, be- 
cause “this doctor is always right”. 

Wonderful is the face with which friends will come 
in and worry the patient with recommendations to do 
something or other, having just as little knowledge as to 
its being feasible, or even safe for him, as if they were 
to recommend a man to take exercise not knowing he 
had broken his leg. 

To me these commonplaces, leaving their smear upon 
the cheerful, single-hearted, constant devotion to duty 
which is so often seen in the decline of such sufferers, 
recall the slimy trail left by the snail on the sunny 
southern garden-wall loaded with fruit. 

To nurses I say—these are the visitors who do your 
patient harm. When you hear him told: (1) That he 
has nothing the matter with him, and that he wants 
cheering; (2) That he is killing himself, and that he 
wants preventing; (3) That he is the tool of somebody 
who makes use of him for a purpose; (4) That he will 
listen to nobody, but is obstinately bent on his own way; 
and (5) That he ought to be called to the sense of duty, 
and is flying in the face of Providence—then know that 
your patient is receiving all the injury that he can re- 
ceive from a visitor. 

How little the real sufferings of illness are known or 
understood. How little does anyone in good health fancy 
him or even herself into the life of a sick person! 


Do, you who are about the sick, or who visit the sick, 
try and give them pleasure, remember to tell them what 
will do so. A sick person does so enjoy hearing good 
news: for instance, of a love and courtship, while in 
progress to a good ending. If you tell him only when the 
tharriage takes place, he loses half the pleasure, which 
God knows he has little enough of; and ten to one but 
you have. told him of some love-making with a bad 
ending. 

A sick person also intensely enjoys hearing of any 
material good, any positive or practical success of the 
right. He has so much of books and fiction, of principles, 
of precepts, and theories; do, instead of advising him 
with advice he has heard at least fifty times before, tell 
him of one benevolent act which has really succeeded 
practically, it is like a day’s health to him. 


There is no better society than babies and sick people 
for one another. Of course you must manage this so that 
neither shall suffer from it, which is perfectly possible. 
If you think the “air of the sick-room” bad for the baby, 
why it is bad for the invalid too, and therefore, you will 
of course correct it for both. It freshens up a sick person’s 
whole mind to see “the baby”. And a very young child, if 
unspoiled, will generally adapt itself wonderfully to the 
ways of a sick person, if ‘the time they spend together 
is not too long. 

If you knew how unreasonably sick people suffer from 


reasonable causes of distress, you would take more pains 
about all these things. ° 
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WORLD MEDICAL 
ASSOCIATION 


IT WAS DECIDED last year in Executive Committee 
to study the possibility of re-establishing a 
Canadian Supporting Committee to the World 
Medical Association. This type of committee had 
first come into existence some years ago under 
the leadership of Dr. Wallace Wilson of Van- 
couver, and afterwards of the late Dr. William 
Magner. It had however lapsed in recent years. 
Now it was felt that with the steady and growing 
interest in the work of the World Medical As- 
sociation Canada should again make an effort to 
provide at least some proportion of the support 
of the World Medical Association, both moral 
and financial, which is as welcome as it is 
necessary. 


A further reason for this support from Canada 
lies in the fact that so much in this direction 
has been and is being done by the United States 
Supporting Committee, whose liberal gifts con- 
tribute such a large proportion of the cost 
of carrying on the work of the World Medical 
Association that they may be said to benefit 
Canada indirectly. 


It was with these things in mind that a group 
of medical men along with several representa- 
tives of the pharmaceutical industry met in 
Toronto on Thursday, February 25, under the 
chairmanship of Dr, Léon Gérin-Lajoie. Some 
25 men from across Canada were present. 

After a discussion of the aims of the World 
Medical Association and its difficulties in attain- 
ing all its objectives on account of its lack of 
funds, the Supporting Committee was formally 
constituted and officers elected as follows: 
Chairman: Dr. Léon Gérin-Lajoie; Honorary 
Secretary: Dr. Arthur D. Kelly; Honorary Treas- 
urer: Dr. T. C. Routley; Honorary Solicitor: Mr. 
A. L. Fleming. 


A small committee composed of the above 
named officers and not less than three repre- 
sentatives from the pharmaceutical industry to 
be appointed by the Canadian Pharmaceutical 
Manufacturers Association with power to add, 
was constituted to study all the approaches to the 
problem, to draft some regulations and give to 
the new Supporting Committee legal status. It 
was .suggested that other important national 
bodies and individuals, who might be interested 
in giving their support to the Committee, might 
be approached. 

Following the example of our American friends 
it was decided to seek donations from two types 
of well wishers of the work of W.M.A. (a) in- 
dividual donations of $10.00 or more per year 
and (b) corporate donations from firms and 
organizations, The Canadian Medical Association 
has itself taken the lead by pledging a corporate 
donation of $1,000 to the work of the Canadian 
Supporting Committee. Individual members of 
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the medical profession may demonstrate their 
interest in the work by sending contributions to 
the Honorary Treasurer at 244 St. George Street, 
Toronto. 

Vancouver was set for the next meeting of the 
Supporting Committee at the time of the Annual 
Meeting of the Canadian Medical Association. 
Before the motion of adjournment, the Chairman 
was directed to report to the C.M.A. Executive 
in the form of a progress report. The minutes 
when duly drafted and approved will be for- 
warded to the Canadian Pharmaceutical Manu- 
facturers’ Association, the Canadian Medical 
Association and the members of the Supporting 
Committee. 





CORRESPONDENCE 


CONGENITAL MICROCOLON 
AND THE THYROID 


) 
To the Editor: 


I am more than ordinarily interested in the case report 
of Congenital Microcolon by Dr. J. Lavoie in your 
February number. Some years ago I delivered a Mrs. V. 
of four babies. Her first was a normal child. The next 
three all had microcolons and lived but a few days in 
consequence. 

At the time I was working on the subject of thyroid 
competency in pregnancy for my Presidential address to 
the Newfoundland Medical Association and the danger 
of abortion, or mental deficiency in the child, if the 
thyroid was not capable of raising the B.M.R. rate some 
10 to 15% above the normal rate. It was not till after 
the third microcolon that I wondered if thyroid in- 
sufficiency could be the cause of an anatomical anomaly. 
I decided to estimate Mrs. V’s. B.M.R. should she again 
become pregnant. 

But I happened to see Mrs. V. passing on the street 
and seibeal she was pregnant. As I had not been en- 
gaged this time I made enquiries and found which of my 
confréres had been engaged and talked to him of my in- 
tended experiment. Unfortunately he could not have 
her B.M.R. estimated as I had the only machine in the 
city at that time. So, I said, “be a sport and give her 
a grain of thyroid t.i.d. for the rest of her pregnancy”. He 
agreed. The baby was normal. 

The next year I again noticed Mrs. V. was pregnant. 
But my confrére who had attended her the previous 
year was now out of general practice. Again I located 
the doctor who had been engaged and he too was a good 
sport and gave her the thyroid and again the baby was 
normal. Her husband died shortly afterwards and I 
have not heard of her marrying again. 

I am quite aware that all this proves nothing. The 
B.M.R. was not taken, but against that one could 
suppose that a grain of thyroid t.id. would have caused 
discomfort had it not been needed. 

I do know that I have had many cases whose B.M.R. 
is normal when they are not pregnant but is not raised 
in pregnancy and that in such cases abortion is frequent 
and can be avoided by ering. Coe to bring the 
B.M.R. to +15 or +20%. I know that if I deliver 
another baby with a microcolon I should give thyroid 
in a subsequent pregnancy to the limit of comfort. 

Dr. Lavoie had probably been through the literature 
on this anomaly for he states that such cases are “very 
scarce”. I should like to know if he encountered in his 
search a case of three consecutive births having micro- 
colons. UNY MACPHERSON 
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SPECIAL CORRESPONDENCE 


The London Letter 
(From our own correspondent) 


SMOKING AND CANCER 


After an incubation period of over three years the 

tobacco-cancer-of-the-lung controversy has at last come 
to a head, gained the headlines of the national papers for 
a brief weekend, stirred the dovecotes of the tobacco 
industry, and rapidly reverted again to the more objective 
domain of the research laboratory and statistical calcu- 
lator where, it is to be hoped, it will be allowed to remain 
until a more definite answer can be given to the question 
whether or not smoking is ‘a cause of cancer of the 
ung. 
The cause of the irruption was the Minister of Health’s 
answer to a question in the House of Commons, which 
was preceded by a press conference. For three years the 
Minister’s Standing Advisory Committee on Cancer and 
Radiotherapy has been giving “close consideration” to 
the problem, and in 1953 they asked a panel under the 
chairmanship of the Government Actuary to report on 
the validity of the available statistical evidence. On the 
basis of this report the committee advised the Minister 
that “it must be regarded as established that there is a 
relationship between smoking and cancer of the lung’ 
but that “though there is a strong presumption that the 
relationship is causal, there is evidence that the relation- 
ship is not a simple one”. They also expressed the view 
that “it is desirable that young people should be warned 
of the risks apparently attendant on excessive smoking”. 
The Minister announced that he accepted the com- 
mittee’s view that “the statistical evidence points to 
smoking as a factor in lung cancer” but drew attention 
to “the fact that there is so far no firm evidence of the 
way in which smoking may cause lung cancer or of the 
extent to which it does so”. 

The response of the tobacco manufacturers was im- 
mediate and, on the whole, commendably restrained. The 
most important part of their statement was that they 
had arranged to make available over the next seven years 
a fund of £250,000 in aid of research into the cause of 
cancer of the lung. This offer has been accepted by the 
Medical Research Council which will have complete dis- 
cretion in the ang the expenditure, in the choice of 
research projects to be supported, and in the publication 
of results. Meanwhile, many are wishing that a fraction 
of this sudden interest in the possible carcinogenic effect 
of smoking could also be devoted to the problem of 
atmospheric pollution which would seem to be just as 
badly implicated as tobacco, and to have the great dis- 
advantage, compared with smoking, that the latter need 
not be indulged in, whereas the only current methods ot 
avoiding the dire effects of atmospheric pollution are 
emigration or permanent apncea. 


THe MINISTER AND WHOLE-TIME CONSULTANTS 


One of the most disintegrating influences in the 
National Health Service at the moment is the perpetually 
Prosiagy parrot-like demand of the left-wing socialist 
groups for a full-time consultant service. At a recent 
B.M.A. dinner the present Minister of Health made it 
perfectly clear that as long as he and his colleagues were 
in office there was no question of any action being 
taken to interfere with the present system. The relevant 
section of his speech is weit uoting in extenso: 

“For a long time there has been considerable contro- 
versy about the future of the consultant and specialist 
service within the N.H.S. It would be strange indeed if 
all the echoes of conflict within the last few years had 
died down, and it is idle to pretend that there are not 
amongst ac range two schools of thought. There is 
one school which says that the future of consultants and 
specialists (and the future of general practitioners as 
well) lies in a whole-time salaried service. I personally 
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ive you my opinion that that would be disastrous. I 

ow perfectly well that different people hold that 
opinion, and sincerely, but it does seem to me that in the 
pursuit of that particular aim there is some danger of 
suggestions that I think are utterly unworthy being made. 
I am particularly concerned at the suggestion that in 
some strange way whole-time specialists are different 
from part-time specialists. . . . To listen to the speeches 
which are made on the subject one might come to think 
that all the whole-time consultants are _ unselfish, 
righteous, holy people—and, of course, socialists—while 
the part-time consultants are wicked, money-grabbin 
charlatans—and, of course, Tories. . . . Consultants an 
specialists are not primarily whole-time or part-time, they 
are primarily doctors, and they have the same stan 
of ethics and conduct towards their patients whether 
those patients are in private rooms or in wards, and 
whether the consultant works whole-time or part-time 
or in fact is not within the N.H.S. at all”. 


CARDIOLOGISTS AND THE TREASURY 


It is easier for a camel to go through the eye of a 
needle than for a professional man to obtain dollars to 
allow him to attend a conference in the dollar area. So 
far as this post-war era is concerned, the British Treasury 
is quite convinced that man can live by bread only, and 
therefore dollars shall not be spent for the improvement 
of the mind. As the most law-abiding citizens in the 
world, we usually accept these totalitarian rulings, but 
every now and then feeling on the subject reaches such 
a pressure that the lid blows off—and if the explosion 
is violent enough or influential enough, the Treasury 
deigns to relax its rules—though seldom with a pe 
grace. The British Cardiac Society, normally one of the 
most retiring and undemonstrative of organizations, has 
just gained itself some well-earned publicity by refusin 
to knuckle under to the Treasury. The Society decid 
to send 32 delegates to the forthcoming international 
congress of cardiology in Washington, and applied to the 
Treasury for allowances of £10 a day for them. The 
response was ee for 20 of them to receive a daily 
allowance of £7. The Society was immediately up in 
arms, released the news to the press and described it as 
“just a bit of bureaucracy”. ree weeks later it was 
announced that all 32 delegates had been granted dollar 
allowances! WiiuiaM A. R. THOMSON 
London, March, 1954. : 





A four-year study has been made in California of 
the relation of occupations and of tobacco usage to lung 
cancer. A total of 518 patients under treatment in 11 
California hospitals for carcinoma of the lung, and a 
control series matched for sex, age and race, were inter- 
viewed. Of the patients with carcinoma 484 (93%) 
smoked cigarettes, as against 394 (76%) of controls. 
There was no significant difference as regards other 
forms of tobacco usage between the two groups. This 
suggestion of an effect due to cigarettes is consistent 
with results in other studies, and in addition some evi- 
dence was obtained that cigarette smoking may affect 
the development of epithelial carcinoma of the lung 
more than adenocarcinoma. “Excessive cigarette smok- 
ing” (two or more packs per day) occurred almost four 
times as commonly in the -cancer patientsas in the 
controls. It is suggested that for men aged 50 to 59 
the prevalence of lung carcinoma is from four to 11 
times as great among smokers as among non-smokers, 
and from seven to 27 times as great among: heavy 
smokers as among non-smokers. 

A number of occupational groups including welders, 
steam fitters, boilermakers, asbestos workers, marine 
engineers, painters and cooks, are listed in which there 
are grounds for further investigation of a possible oc- 


cupational factor in the etiology of pulmonary carcinoma. 
—— L., Hoaglin, L., Rasmussen, G. and Abrams, 
. K. 
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OBITUARIES 


DR. BENJAMIN WILLIAM APPLETON, aged 47, died 
in Toronto on January 20. Born in New York, he received 
his education in Toronto. A graduate of the University 
of Toronto, specializing in internal medicine, Dr. 
Appleton practised in Toronto for the past 20 years. He 
is survived by his widow and two sons. 


DR. GEORGE EDWIN BRUCE, aged 79, died at his 
home in Swan River, Man., on January 30. Born in Barrie, 
Ont., he went to Winnipeg at an early age. After gradua- 
tion from Manitoba Medical College in 1901, Dr. Bruce 
established his practice in Swan River, a town then in its 
second year. As medical practitioner he served the town 
and community for 48 years, retiring in 1949. He is 
survived by his widow and one daughter. 


DR. NANCY RODGER CHENOWETH died in Peter- 
borough, February 15, after a prolonged illness. Dr. 
Chenoweth was born Nancy Rodger, in Belwood, Ont., 
May 31, 1873. She entered Trinity Medical College and 
Women’s Medical College of Toronto (later incorporated 
with the University of Toronto) graduating in 1894. A 
girl of 21 years—she began practice in Michigan, before 
her marriage to Rev. George T. Chenoweth. With him 
she went to the Northwest Territories of Canada (now 
Alberta) and began practice in Walsh (near Medicine 
Hat) as part of her husband’s Methodist Ministry to 
that Country. Later their Ministry transferred to the 
coal mining area of Alberta and British Columbia, in 
Pincher Creek and Michel, B.C. Her husband died in 
1911. She returned to Michigan again and after a re- 
fresher course and postgraduate study in x-ray at the 
University of Chicago in 1915, she installed one of the 
first x-ray machines in the Upper Peninsula, ‘Michigan, 
before the hospitals had considered them desirable equip- 
ment. At that time, problem cases were sent up to 200 
miles, to her office for x-ray investigation. She continued 
her work and was honoured by the Michigan State 
Medical Society in 1945, by being made a life member 
with the title Member Emeritus. 

In 1947, she renewed her licence to practice in 
Ontario, and moved to Peterborough to be with her son 
Rodger, with whom she became associated in practice. 
In May of 1950 she fell victim of a cerebral thrombosis, 
from which she did not completely recover. 


DR. WILLIAM EDWARD RAYMOND COAD died on 
February 17, aged 81. Coming from Ontario, he prac- 
tised at Franklin, Manitoba, from 1898 to 1920 with 
service overseas from 1916 to 1919 with the C.A.M.C. 
After three years postgraduate study in Scotland and 
England where he obtained the F.R.C.S. degree, he 
practised in Winnipeg until 1938. Keenly interested in 
pathology, he was honorary curator of the Pathological 
Museum in Manitoba Medical College. He was a past 
secretary of the Manitoba Medical Association. A brother 
survives him. 


DR. EDGAR M. COPP, who practised medicine in 
Sackville, N.B., for more than 50 years, died in January 
after a prolonged illness. Born at Jolicure, he graduated 
from the Jefferson Medical School in Philadelphia, Pa., 
and opened his practice in Sackville. In 1945 Dr. Copp 
was honoured for his 50 years of service in the medical 
profession. He is survived by his three sons. 


DR. AUGUSTUS RICHARD CURTIS, one of the early 
graduates of Trinity Medical College, Toronto, died in 
Barrie, Ont., on December 21, 1953. Born in Oro Town- 
ship in 1872, he taught school for several years before 
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attending medical college. In 1905, Dr. Curtis graduated 
from Trinity Medical College; two years later he ob- 
tained his medical degree. He practised medicine in 
North Dakota and Montana until his retirement in 1946 
when he moved to Barrie. 


DR. JOHN R. DAVIES died in Vancouver General Hos- 
pital on January 28 after collapsing while shovelling 
snow at his home. A native of Ontario, he had graduated 
in medicine from Queen’s University in 1916 and had 
practised medicine in Vancouver since 1917. A specialist 
in peediatrics, Dr. Davies was head of that department 
at Vancouver General Hospital for 13 years. He was 
assistant chief of the children’s division of the Hospital 
and associate professor of medicine at the University of 
British Columbia. Dr. Davies is survived by his widow, 
his son and his father, all of Vancouver. 


DR. THOMAS DOUGLAS FRANCIS FARMER, aged 
50, died in St. Mary’s Hospital, Montreal, on January 
27. Born in the United States, he received his B.A. from 
Harvard University after which he came to Canada and 
received his medical degree from McGill University. Dr. 
Farmer trained at the Royal Victoria Hospital and the 
St. Luke Hospital, both of Montreal. In World War II 
he served in the Royal Canadian Navy and since his dis- 
charge had practised in the Town of Mount Royal. Dr. 
Farmer is survived by his widow. 


DR. L. E. WENTWORTH IRVING died in Shaughnessy’ 
Military Hospital recently at the age of 85. A native of 
Hamilton, Ont., he received his medical degree from 
the University of Toronto in 1900. Dr. Irving served 
as a lieutenant in The Royal Canadian Artillery during 
the Boer War and took part in the relief of Mafeking. 
He reached the rank of major and was decorated with 
the D.S.O., with the Queen’s medal and clasps. On dis- 
charge he returned to Canada, practising at Walton, 
Ontario. In 1906 Dr. Irving was appointed medical 
health officer in Edmonton and subsequently became 
chief medical officer of Alberta. At the outbreak of 
hostilities in 1914, Dr. Irving enlisted in the Medical 
Corps of the Canadian Expeditionary Force. He served 
for a time in the military hospital at Epsom, England 
and was promoted to lieutenant-colonel in 1917. He 
returned to Calgary after the war and became a member 
of the staff of the Colonel Belcher Hospital. Dr. Irving 
moved to Vancouver in 1928 and had lived there since 
that time. His wife predeceased him in 1945. 


DR. ROBERT MUIR JOHNSTONE, aged 78, of Piapot, 
Sask., died on December 25, 1953, after a lengthy illness. 
Born at Tweedside, Ont., he graduated from the Toronto 
Medical College in 1904. A pioneer country doctor, he 
practised medicine in Saskatchewan from 1913 until 
1946. He is survived by his widow, one daughter and 
one son. 


DR. JOSEPH HECTOR LAPOINTE, a prominent mem- 
ber of Ottawa’s medical fraternity, died on January 18 
at the age of 60. Born in Ottawa, he received his B.A. 
degree from the University of Ottawa in 1912. Four 
years later he was graduated with a degree in medicine 
from Laval University. During World War I Dr. La- 
pointe served overseas with the Royal Canadian Army 
Medical Corps. Following his discharge he took post- 
graduate suiddies in internal medicine in Paris for two 
years. On his return to Ottawa he joined the staff of 
the Ottawa General Hospital where he remained for 
35 years; he was for many years on the hospital’s board 
of directors. He was for eight years a member of the 





Canad. M. A. J. 
April 1954, vol. 70 


Ottawa Board of Health and served as its chairman for 
two years. 

Dr. Lapointe was a Fellow of the Royal College of 
Surgeons of Canada and a member of ‘the Ottawa 
Academy of Medicine. He was for two years president of 
the French Doctors Association of Canada. As president 
of the Ottawa Medico-Chirurgical Society he was active 
at various conferences of the Ontario and Canadian 
Medical Associations. Being active in these various 
organizations of the medical field, he had made many 
contributions to medicine. Through the years he had 
delivered a variety of papers on subjects relating to 
medicine. He is survived by his widow, one son and 
one daughter. 


DR. HORACE MacINTYRE, :aged 65, chief medical 
advisor to the Toronto Maple Leafs hockey club, died 
in St. Joseph’s Hospital, Toronto, on February 2. A 
native of Kincardine, Ont., he was a graduate of the 
medical school of the University of Toronto. Active in 
sports from childhood, he managed several of the col- 
lege’s junior hockey teams. Dr. MacIntyre served over- 
seas as a battalion medical officer in World War I. On 
his return he was in charge of the chest clinic at the 
Christie Street Military Hospital and thousands of 
veterans passed through his office. Later he went to 
Sunnybrook Hospital in the same capacity and after his 
retirement from there he remained active as consultant 
in chest cases. He was associated with St. Joseph’s 
Hospital for 30 years. He is survived by his widow, a 
daughter and a son. 


DR. PETER C. ROBERTSON, former Mayor of The 
Pas, died at Brandon on February 14, at the age of 81. 
Born in Wingham, Ontario, he came as a boy to the 
Neepawa district. He was educated at Rapid City and 
Brandon and graduated from Manitoba Medical College 
in 1909. He practised in Winnipeg, The Pas, Flin Flon 
and Brandon. While at The Pas he served as chairman 
of the school board and was coroner and medical officer 
for the Department of Indian Affairs. At Flin Flon he 
operated a private hospital. Moving to Brandon he was 
district coroner from 1942 until his death. He is survived 
by his widow, one brother and three sisters. 


DR. WILLIAM STEPHEN SCHECK, for 44 years a 
physician and surgeon in Toronto, died at the Toronto 
Western Hospital on February 1. A native of Hamilton, 
Ont., he graduated first from the College of Pharmacy 
and then continued his studies and later graduated from 
Trinity College, Toronto, with a degree of M.D.C.M. 
He took postgraduate study in Scotland receiving the 
degrees of L.R.C.P. and L.R.C.S. from Edinburgh Uni- 
versity and L.F.P.S. from the University of Saskatche- 
wan, Returning to Canada, Dr. Scheck established his 
practice in Toronto in 1910. A number of years ago 
he was made an honorary life member of the Academy 
of Medicine. His wife predeceased him. 


DR. J. P. FRANK WILLIAMS died at his home in To- 
ronto on February 7. Born in Glen Williams in 1877, he 
graduated from the University of Toronto in 1900 and 
established his first practice in Dresden, Ont. In 1919 
he moved to Toronto where he practised medicine for 
more than 50 years, during many of which he served 
as an associate coroner. Dr. Williams was a member of 
the Board of Education for seven years and was a former 
chairman. He was a candidate in the 1943 and 1945 
provincial elections. He is survived by his widow and 


one son. 
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Dr. J. S. Burris 1875—1953 


AN APPRECIATION 


Dr. John Stanley Burris died at the age of 78 in May of 
1953. He was one of the real pioneers in modern medical 
practice in the interior of British Columbia and has left 
an enviable record of wise, careful medical practice. 

He was born in Nova Scotia, the Province which has 
sent so many of her sons and daughters to win distinction 
in Western Canada. He graduated in medicine from 
McGill University in 1899 and practised in Nova Scotia 
for four years before coming to Kamloops as assistant 
to the late Dr. A. P. Procter. Here he found hospital 
tacilities already available as the Royal Inland Hospital 
had been incorporated in 1896. Two years later he took 
over this practice when Dr. Procter became chief surgeon 
to the Canadian Pacific Railway at Vancouver. As the 
community and district developed Dr. Burris gradually 
associated others with him in building up what is known 
today as the Burris Clinic. Realizing the importance of 
the modern developments in both medicine and surgery 
he studied in England and in Germany during the year 
1911 and as he limited his work more and more to 
surgery he frequently visited the leading Canadian and 
American centres. As he had a natural aptitude for this 
work he was soon recognized as one of the outstanding 
surgeons of the Province and served two terms on the 
Council of the College of Physicians and Surgeons. He 
gave up his surgical work in 1946 but continued as 
coroner until within a few weeks of his death. His first 
wife (nee Elizabeth Barker) predeceased him in 1937. 
His second wife (nee Eunice McIntosh) survives as do 
two daughters. 

To the younger practitioner 1903, when Dr. Burris 
came to British Columbia, is ancient history. In terms 
of the medical history of this Province it belongs equally 
to the distant past. In a recent broadcast from Vancouver 
it was stated that on January 8, 1906 the Vancouver 
General Hospital, with its forty patients, moved from its 
old location on Pender Street to the Fairview district. 
Looking over the Medical Register for 1903 almost all 
the names are familiar to older practitioners but very 
few of these appear in the current issue. There were 
fewer centres which could offer an opening for a medi- 
cal practitioner, but where medical practices had been 
established we find the names of many outstanding men. 
To mention just a few: in Fernie were Dr. Douglas 
Corsan and Dr. Saul Bonnell; in Cranbrook Dr. J. H. 
King (now Senator King) and Dr. F. W. Green; in 
Kamloops Dr. A. P. Procter and Dr. C. A. Tunstall; in 
New Westminster Dr. R. E. Walker; in Vancouver the 
old guard was well represented by Dr. David Wilson, 
Dr. W. J. McGuigan, Dr. W. D. Brydone—Jack and Dr. 
Simon J. Tunstall, and amongst the younger group were 
Dr. A. S. Munro, Dr. W. B. Burnet, Dr. Glen Campbell 
and Dr. W. C. McKechnie; in Victoria Dr. I. W. Powell, 
Dr. J. C. Davie, Dr. C. J. Fagan, Dr. O. M. Jones and 
Dr. A. L. Fraser. 

In the Saturday Review of Literature of January 9, 
1954 the leading article is entitlked—“The Healer and the 
Scientist” written by Dr. Dana W. Atchley, Professor of 
Clinical Medicine at Columbia bentaeine He stresses 
how much has been and is being accomplished in daily 
medical practice by the true “healer” through re- 
assurance, sympathy, compassion, intuition and personal 
understanding while Nature is actually healing the 
patient’s ailment. The greater advances in the medical 
practice of today, have come through a synthesis of the 
‘healer” with “the scientist in the hospital and the 
clinician in the laboratory”. Dr. J. S. Burris was one of 
those who helped in this synthesis in this part of Western 
Canada. Throughout his life he never lost sight of the 
principle ‘enunciated by Professor Rudolf Virchow— 
“Medical instruction does not exist to provide individuals 
with an opportunity of learning how to make a living, 
but in order: to make possible the protection of the healt 
of the public.” H. H. Murpny 
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ABSTRACTS from current literature 


MEDICINE 
Family Outbreaks of Infectious Hepatitis. 


Brooks, B. F., Hsia, D. Y. anv GELuIs, S. S.: 
New ENGLAND J. MeEp., 249: 58, 1953. 


Evidence is presented indicating that gamma globulin 
has distinct value as a prophylactic agent in members 
of families where infectious hepatitis occurs. In 17 such 
families prophylactic injection of gamma globulin was 
administered to 33 adults and 22 children and only 
one case of infectious hepatitis developed in this group 
(jaundice being noted only two days after injection). No 
pose globulin was administered to contacts in 29 
amilies, 48% of which developed secondary cases of 
hepatitis. Frank jaundice developed in 18 out of 51 
anion who were exposed, but no jaundice was evident 
among exposed adults. 

The authors advocate prophylactic injections of gamma 
globulin to all sick children exposed to infectious hepa- 
titis. It is questionable whether its use is indicated in 
healthy children as it may be advisable to allow them 
to contract the disease and develop an active immunity 
while still young. NorMAn S. SKINNER 


Evaluation of Tubeless Gastric Analysis. 


BEcKER, F. P. AND MAs.Lon, M.: NEw ENGLAND 
J. MeEp., 249: 68, 1953. 


Segal and associates in 1950 introduced a tubeless method 
of determining the presence of free gastric hydrochloric 
acid. This was based on the release of quininium 
cation from a synthetic ion-exchange resin by the hydro- 
gen ion in gastric secretion. The subsequent presence 
of quinine in appreciable amounts in the urine indicated 
free gastric hydrochloric acid. This original work 
showed a high degree of accuracy on comparison with 
previous results obtained with conventional gastric 
analysis. The present work consists of duplicate tests of 
routine gastric analysis and administration of two grams 
of synthetic quinine-bearing resin (Diagnex) to 88 pa- 
tients. A gastric tube was passed in the fasting patient, 
a fasting sample aspirated, then subcutaneous histamine 
injected and a second gastric aspiration done a half-hour 
later. The patient then was instructed to void and the 
specimen discarded. The Diagnex was then taken by 
mouth with water. One hour and two hours later the 
patient voided and these two specimens (with the 
specimen voided on awakening to serve as a control) 
were analyzed for quinine. 


Comparison was excellent between the two methods, 


there being only one discrepancy, the urine failing to 
show a satisfactory level of quinine in a patient whose 
2 analysis indicated free hydrochloric acid. No 
iscrepancy was evident between the two methods in 
eleven of the patients with achlorhydria. The tubeless 
method is hence considered an accurate means of de- 


termining the presence or absence of free hydrochloric: 


acid in the gastric secretion, but it is not a quantitative 
method. NorMAN S. SKINNER 


Idiopathic Ulcerative Colitis Beginning 
After the Age of Fifty. 


Banks, B. M. AND KiayMAN, M. I.: New 
ENGLAND J. MeEp., 249: 91, 1953. 


Review of the records at the Beth Israel Hospital, Boston, 
from 1941 to 1952 inclusive revealed 20 cases of idio- 
pathic ulcerative colitis which had their onset after the 
age of fifty years. This formed 10% of all cases of this 

isease seen at the hospital during the above period. As 
in younger patients with ulcerative colitis, emotional 
stress appeared to be an important precipitating factor. 
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Other precipitating causes appeared to be overdose of 
cathartics, administration of anticoagulants, use of corti- 
sone and repeated catheterization for urinary retention. 

The onset in these older patients was often deceptively 

ild and the symptoms were often less than would be 
expected with the pathological changes demonstrated in 
the colon. Of the 20 patients 11 responded to medical 
treatment (10 of these remaining well over a period of 
observation now extending to ost six years on an 
average, the other succumbing to a second attack). Nine 
patients required surgery, 5 on their initial admission and 
4 after two to nine admissions. Three operative deaths 
occurred from peritonitis and related complications, one 
died three years later from uremia, and the remaining 
5 have remained free of colitis. The authors conclude 
that idiopathic ulcerative colitis having its onset after the 
age of fifty is more common and more serious than is 
generally recognized. NorMaN S. SKINNER 


SURGERY 


Some Common Denominators in 1200 
Cases of Cardiac Arrest. 


STEPHENSON, H. E., Rem, L. C. ANp HINTON, 
J. W.: Ann. Surc., 187: 731, 1953. 


Data from surgeons in the United States, Canada, 
Australia, England, Ireland, France and Puerto Rico 
enabled the authors to gather 1,200 cases of cardiac 
arrest. Many failures occurred because of delay, in- 
adequate knowledge and equipment. The necessity for 
a prepared plan of action to meet the emergency is clear. 
Estimates of the frequency of cardiac arrest vary from 
one fatality in. 858 to one in 5,000 operations, and 5.5% 
in operations for pulmonary stenosis. Many believe that 
its incidence is increasing. The present data indicate a 
sex incidence of 61% male to 39% females, though 
slightly more than half of all operations are on females. 
More cases occurred in the first decade of life than any 
other. Ages varied from two days to 92 years. In the 
series 14% occurred outside the operating room in 
places such as the labour room, x-ray department, on a 
stretcher, in the fracture room and on the ward, and of 
these 17% were permanently resuscitated. 


Of the 1,200 cases, 28% survived and of these 94% 
had cardiac massage within 4 minutes. The severity of 
neurologic complications varies in proportion to the 
delay between arrest and massage. Frequently cardiac 
arrest occurred without clinical signs of anoxia and there 
was much evidence to support the vago-vagal reflex 
theory. A high ae occurred during endotracheal 
intubation. Many had several anesthetic agents. Of 
those who died, 87% failed to survive 24 hours. Only 
8 of the 1,200 survived as “decerebrates”. It was fre- 
quently reported that many with cortical damage im- 
proved in several months. 

The thoracic approach seemed to give better results 
and the advantages are discussed. Sixty to eighty times 
per minute is the rate of massage recommended. A 
mobile cardiac resuscitation unit as used at Bellevue 
Hospital is described. Burns PLEWEs 


Cancer as a Chronic Disease. 


Morton, J. J. AND Morton, J. H.: ANN. Surc., 
187: 683, 1953. 


Out of a long experience at Rochester, N.Y., 17 cases 
of proved cancer originating in various organs are re- 


‘viewed, each having long periods of useful survival al- 


though malignant disease was still present. Several cases 
of metastatic carcinoma of the thyroid showing no 
clinical evidence of the primary tumour illustrate “cancer 
latent, metastasizing”. Cases of long survivals (19 and 
20 years) of carcinoma of kidney, and breast with 


eventual recurrences are given. Malignant melanomas 
of the orbit with multiple operations for recurrences 
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then apparently became quiescent for 6 years after re- 


moval of a secondary from the brain, and for 19 years 
after two radical mastectomies and two block dissections 
of the neck. Salivary tumours are often very slow to 
metastasize. Even patients with diffuse involvement of 
the peritoneum ar viscera may survive comfortably for 
many years as illustrated by cases of carcinoma of the 
aaaek lung and other organs. 

Because of the differing response of individuals to 
cancer, the physician should be cautious in estimating the 
survival of any patient suffering from carcinoma. 

Burns PLEWES 


An Appraisal of Surgical Treatment of 
Gastric Malignancy. 


Kirscuner, P. A. AND GaARLOcK, J. H.: ANN. 
Surc., 138: 1, 1953. 


The argument for and against total gastrectomy for 
carcinoma of the stomach is presented. In a review of 
283 patients operated upon from 1937 to 1951, 161 had 
sub-total and 24 had total gastrectomy. In both types 
of operation the abdomino-thoracic exposure is used in- 
creasingly, and in both the tail of the pancreas and 
spleen were often removed. 

In the subtotal gastrectomy group 27% survived 5 
years and in the total gastrectomy group there was not 
one long-term survival. Besides, the morbidity rate is very 
high after total gastrectomy and most become emaciated 
digestive cripples. Varying biological behaviour in cancer 
seems to be an important factor in determining the final 
results of surgical operations for its treatment. Subtotal 
gastrectomy is recommended as the procedure of choice. 

Burns PLEWES 


The Response of Prostatic Carcinoma 
to CEstrogen Treatment. 


Fercuson, J. D. AND Franks, L. M.: Brit. J. 
Surc., 40: 442, 1953. 


Using needle biopsy material from 33 patients during 
treatment or at autopsy the histological changes after 
cestrogen therapy was demonstrated. Tumour cells but 
not normal tissues eventually lose their sensitivity to the 
hormone. Even in cases showing a marked histological 
response to cestrogens there are always surviving tumour 
‘oe, Prognosis following treatment is independent 
of the degree of differentiation or anaplasia. A breast 
response to oestrogens is often associated with a good 
clinical response. It is felt that the optimum dosage “of 
cestrogens is higher than that generally used and the 
treatment period should be two or three weeks. 

BurNs PLEWES 


Definitive Treatment of Fresh Injuries to 
Large Blood Vessels. 


CRAWLEY, J. J. AND HERRMANN, L. G.: ARCH. 
Surc., 67: 153, 1953. 


Recent work on the innervation and response of arteries 
to injury is reviewed to point out important clinical 
applications. If occlusion Ps an artery by compression is 
relieved, as by reduction of a fracture or fasciotomy, 
before thrombosis occurs, its function is unimpaired. 
Contusion of an artery results in local constriction in- 
dependently of extrinsic nerve supply and depends on 
the amount of smooth muscle present so that it is 
difficult to demonstrate in the aorta. Intrinsic tone of 


the arterial wall results in expansion with increase and. 


shrinking with decrease of the contained fluid. Thus the 
small diameter beyond an occlusion of an artery is not 
necessarily evidence of spasm. Spasm is usually due 
to local irritation and is relieved by removal ‘of the 
irritant or local resection of the artery. Papaverine is 
an additional locally effective agent. 

The dangers of ischemic necrosis in the progression 
of clotting in arteries and of pulmonary embolism when 
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veins are involved are discussed. Operations to repair 
blood vessels and remove irritants or compression should 
be done within 6 to 8 hours but may be successful 
even up to 24 hours. Tourniquets may save life at the 
expense of loss of limb. A finger for direct pressure to 
control hemorrhage from a large vessel is better 

the blind use of a hzemostat. It seems more important 
to try to repair an artery that is torn by a crushing 
injury where collaterals are also probably damaged than 
when the injury is due to a small incised wound. Various 
arteries are classified according to the safety of ligation 
and the necessity for restoration of continuity by suture 
or graft or prosthesis. 

The techniques involved are described. Sympathec- 
tomy is sometimes indicated. Heparin is usually used 
locally. Vasoconstricting drugs should be avoided. Ex- 
ternal heat is dangerous to the involved part and cold 
is also contraindicated. Postoperative hypotension must 
be avoided. Burns PLEWEs 


OBSTETRICS AND GYNAECOLOGY 


The Importance of the Psychologic Factor 
in Gynzxcology. 


MENZER, D.: NEw ENGLAND J. MEp., 249: 519, 
1958. 


Psychiatric investigation of women with disorders of 
menstruation is being carried out at a gynzcological- 
psychiatric unit located at the Peter Bent Brigham Hos- 
pital, Boston. So far each patient studied has had.a 
definite emotional conflict, often expressed as an exces- 
sive drive toward independence and activity between 
periods alternating with a childish dependency during 
menstruation. The woman with functional amenorrhcea 
or oligomenorrhoea finds the sexual and reproductive 
roles of a woman’s life consciousl mimes femi- 
ninity being rejected in favour of masculine behaviour 
or the idea of sex being associated with the sordid and 
forbidden. At the same time a deep wish to be a normal 
woman and mother may be present at the unconscious 
level. Psychotherapy is of great value not only for the 
correction of the emotional imbalance but also for the 
improvement of the menstrual abnormality. 

The psychologic factor is very important in gynzco- 
logy and further research is necessary to determine how, 
where and to what extent emotions and attitudes in- 
fluence the delicate physiological balance essential to 
normal functioning of the female sexual and reproduc- 
tive system. NorMan S. SKINNER 


Observations on the Pathogenesis of Premature 
Separation of the Normally Implanted Placenta. 


MENGERT, W. F., Goopson, J. H., CAMPBELL, 
R. G. anp Haynes, D. M.: Am. J. Osst. AND 
Gynec., 66: 1104, 1953. 


Placental abruption was produced in each of two women 
at or near term, during the course of Cesarean hyster- 
ectomy, by the simple expedient of digital compression 
for five minutes of the vena cava below the level of the 
renal veins. Probably this is the first time placental 
abruption has ever been deliberately produced in the 
human being. Both mothers and children survived and 
are doing well. Ross MITCHELL 


Pregnancy Following Major Thoracic Surgery 
for Tuberculosis. 


FotsoME, C. E. anp Kuntze, C. D.: 
Osst. AND GyNeEc., 65: 1319, 1953. 


Pulmonary tuberculosis can: be treated prior to or durin 

pregnancy with major thoracic surgery without jeopard- 
izing the pregnancy. Major thoracic surgery for pulmo- 
nary tuberculosis prior to or during pregnancy is not an 
indication for therapeutic abortion. The course of labour, 
the management of delivery, and the prognosis for the 
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infant do not differ from those in the tubercular patient 
who has not undergone such surgery. 

The evidence seems to indicate that lung resection is a 
more favourable procedure than thoracoplasty with re- 
gard to the maternal outcome in pregnancy. 

Ross MITCHELL 


Association Between Period a Gestation 
and Length of Menstrual Cycle. 


McKeown, T., Gisson, J. R. AND Doucray, T.: 
Brit. M. J., 2: 258, 1953. 


The association between the period of gestation and the 
length of the menstrual cycle has been investigated in 
1,227 women whose menstrual history was recorded for 
one year after the birth of a child. The data were con- 
sidered adequate for 716 women with regular cycles. It 
is shown that the period of amenorrhoea (from the onset 
of menstruation to birth) increases by about a day for 
each additional day in the length of the cycle. 

It is suggested that variation in the period of amenor- 
rhoea according to the length of the menstrual cycle is 
determined by variation in the interval between the 
onset of menstruation and ovulation. If this is so, the 
period between ovulation and birth seems to be inde- 
pendent of the length of the cycle. Ross MrrcHEeLi 


THERAPEUTICS 


Serum Concentrations of Penicillin Following 
Administration of Various Preparations of 
Dibenzylethylenediamine Dipenicillin G 
(DBED Penicillin). 


WE tcu, H., RANDALL, W. A. AND HENDRICKS, 


F. D.: ANTIBIOTICS AND CHEMOTHERAPY, 3: 
1053, 1953. 


Dibenzylethylenediamine dipenicillin (DBED penicillin) 
is a relatively insoluble, practically tasteless, stable salt 
of penicillin. Its stability in aqueous suspension has made 
it possible for the first time to use an oral suspension. 
When given by mouth, DBED penicillin is readily ab- 
sorbed and gives penicillin blood concentrations cor- 
responding in a general way to those obtained with 
crystalline potassium penicillin or procaine penicillin. 
When injected intramuscularly, it remains in the blood 
longer than any other available form of penicillin. Be- 
cause of its prolonged though low blood concentration, it 
is particularly useful in the treatment of diseases caused 
by organisms which are especially sensitive to penicillin, 
including gonorrhoea, syphilis, yaws and_ streptococcal 
infections. It may be used in the prophylaxis of rheu- 
matic fever. 

Over a period of several months, a variety of DBED 
penicillin preparations by mouth and by injection were 
studied and the blood concentrations in human subjects 
were determined. Subjects receiving 300,000 units intra- 
muscularly showed satisfactory penicillin blood con- 
centrations for five days in 100% of the cases and for 
ten days in more than 60%. When 600,000 units were 
injected intramuscularly from a cartridge, children, aged 
5 to 12 years, showed a more consistently positive blood 
concentration of penicillin than adults; 100% of the chil- 
dren had a penicillinemia for 16 days following ad- 
ministration. 

The addition of procaine penicillin to DBED peni- 
cillin increased the penicillin blood concentration within 
one hour to about seven times that of DBED penicillin 
alone; at 6 hours, the level was nearly four times that of 
DBED penicillin, but from one day on, the blood con- 
centration of penicillin was accounted for by the delayed 
absorption of DBED penicillin. In this experiment the 
majority of subjects had penicillin in the blood for 
eleven days. .’ 

In contrast .to the prolonged. penicillinemia obtained 
by intramuscular injection of DBED penicillin, oral ad- 
ministration does not result in a comparable prolongation 
of serum concentrations. Following the administration of 
200,000 units of DBED penicillin by mouth, slightly more 
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than half of the subjects showed significant blood con- 
centrations for eight hours. When the initial ‘dose of 
200,000 units was followed after six hours by another 
200,000 units, penicillin concentrations determined two, 
four, and six hours after the second dose were found 
not to be significantly elevated over those obtained with 
a single 200,000 unit tablet, but it is noteworthy that 
90 to 100% of the subjects had penicillin in their blood 
six hours after administration, i.e., just preceding a_sub- 
sequent dose. Investigation of higher dosage schedules, 
250,000 to 750,000 units, showed that as the dose in- 
creased, the average height of penicillin concentration 
in the blood increased at half-hour, one-and-a-half hour, 
two-and-a-half hour, three-and-a-half hour and four- 
and-a-half hours for all doses. Thereafter, the average 
penicillin level of the 250,000 unit group declined to 
zero at the tenth hour, while the average for the 500,000 
and 750,000 unit groups remained a positive figure to 
the end of the twelfth hour. 

An ideal penicillin preparation should produce a high 
initial blood. concentration, sufficient to penetrate areas 
of infection where the blood supply is impaired, and it 
should maintain a satisfactory bbloo concentration for a 
long enough period of time to eradicate the infection. 


’ A mixture consisting of 300,000 units of crystalline 


potassium penicillin G to provide the initial high level, 
300,000 units of crystalline procaine penicillin G_ to 
maintain a significant concentration for about one day, 
and 300,000 units of DBED penicillin to prolong the 
penicillin blood concentration to prevent a possible re- 
surgence of the infection, was administered intramuscu- 
larly. This resulted in higher initial blood concentration 
without impairing the slow absorption of DBED peni- 
cillin. B. L. FRANK 


PAEDIATRICS 


Natal Day Deaths. 


BuNDENSEN, H. N.: J. A. M. A., 153: 466, 
1953. 


Study of 10,000 neonatal deaths in Chicago from 1936- 
1949, shows that too many infants continue to die need- 
lessly, especially during the early and critical days of 
life. Since some 86% are hospital deliveries (96% in 
Chicago) the immediate responsibility for reduction and 
prevention becomes the co-operative efforts of the physi- 
cian, hospital administrator, and nurses. 

The author expresses satisfaction that Chicago had 
the lowest infant mortality rate of the U.S. for the period 
1940-1949. However, he believes that this satistaction 
obscured the facts until this study was made. Here it 
is learned that although there is a reduction of 92 in- 
fant deaths per 1,000 live births over a 40 year period, 
there was only a reduction of 2 per 1,000 live births on 
the critical natal day. This means that the reduction 
occurred after the natal day and neonatal period. 

In 1952, 35.6% of infant deaths (under 1 year) oc- 
curred on the natal day: 60% of these infants weighing 
less than 1,500 grams. Causes of death in these smallest 
babies were found to be either (1) abnormal pulmonary 
ventilation, or (2) birth injuries. The first classification 
includes all infants who, on post mortem, show no specific 
pathological lesions except those in the lungs, i.e., 
atelectasis, or immaturity of the lungs. Over one-half 
the deaths occurred here. In the second classification, the 
injuries were mainly due to intracranial hzemorrhage. 
Approximately 20% of these fatalities were traced to 
this cause. 

The author, believes that neonatal deaths should be 
classified differently, mainly because cause of death is 


“related to time. 


Besides noting deaths by age, weight and cause he 
suggests a time classification as follows: Y) Natal day; 
causes mainly ventilation abnormalities and injuries. (2) 
Triediem. (3) Hebdomadal; infection and blood dys- 
crasias take precedence during this period. (4) Post- 
hebdomadal; infections and malformations increase after 
lst week. IsaBEL M. LAUDER 
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INDUSTRIAL MEDICINE 


Human Relations in Occupational Health. 


CAMERON, D. C.: Pus. HEALTH ReEpP., 67: 686, 
1952. 


“It is important not only what you do, but how you do 
it”. This concept is the basis of good human relations, 
i.e., good interpersonal contacts between individuals or 
groups of individuals, That the practice of good human 
relations should be an integral part of an occupational 
health program is stressed by the author. In his opinion 
it has an important bearing on the success with which 
plans are executed for the selection and placement of 
workers, the prevention of illness and absenteeism, the 
provision of medical care, and the fostering of health. 

After indicating the health ‘effects of human relations 
in industry as revealed by certain absenteeism records 
(due to emotional disturbances and due to poor super- 
vision) the author discusses the role of the health de- 
partment in approaching this problem. He emphasizes 
the need for proper understanding of attitude and be- 
haviour and for realization of the fact that the health 
of workers is intimately related to the things that go on 
not only in the plant or business, but also in the home, 
the community and the nation. 

What is required today is a little systematic thought 
about the basic needs of people and how these needs 
may be satisfied’ in the work situation. Some of the out- 
standing basic needs, which are present in some degree 
in most individuals, are: sccaianaiae. recognition of 
job status—from their families as well as from their fellow 
workers—job satisfaction, pay, and security. Gratification 
of these needs depends in turn, on other human char- 
acteristics such as working habits or attitude towards 
or 

Many individuals with basic needs unsatisfied, appear 
with. increasing frequency in the physician’s office or 
on the sick absence list. The occupational health depart- 
ment, therefore, cannot fail to be interested in removal 
of the etiologic factors in the plant. 

To attain satisfactory job placement, analysis of the 
psychological requirements of the job is needed with 
assessment of the psychological characteristics of the 
man to do it. A certain amount of follow-up also is essen- 
tial, not only to evaluate and improve selection and 
placement techniques, but also to detect quickly any 
errors in placement so that a more suitable position may 
be found. To this end, the people in the health and 
personnel departments, as well as those in management, 
should have an intimate knowledge of the plant and 
working conditions, should know as many of the workers 
as possible, and should have a genuine interest in people. 


MarGARET H. WILTON 


Medical Significance: of Illness and Absence 
in an Industrial Population. 


PLUMMER, N. AND HINKLE, L. E. Jr.: ANN. INT. 
Mep., 39: 103, 1953. 


That industry is confronted with an increasingly serious 
problem in dealing with the high-absence employee is 
indicated in this article. It shows also the implications 
involved for our society and our economy. A recent 
statistical study of the absences of women employees 
throughout their working careers drew attention to the 
characteristic absence pattern of an individual. In the 
present report the authors describe in detail character- 
istics of the average low-absence person compared with 
those of the average high-absence person and point out 
some of the medical, industrial and sociologic implica- 
tions of their studies. 

In making the comparison, 40 employees were selected 
for intensive study, all of whom had more than 20 years 
of service. Twenty of them.had shown low-absence 
throughout employment and 20 had shown high. In 
each case a critical analysis was made of: administrative 


- 
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data, such as absence, transfers, etc., data obtained frim 
confidential medical department records including re- . 
ports of private physicians and hospitals, and data con- 
cerning background and present life situation derived 
from an interview with one of the doctors in the medical 
department supplemented wherever possible by physical 
examination and other studies. 

From the findings it was possible to present pictures 
of the average low-absence woman employee (L.A.) and 
the average high-absence woman employee (H.A.). In 
addition’ to the medical histories outlined the authors 
compare the two types in other ways. The low-absence 
employee (L.A.) was found to be a happy and contented 
individual, readily adaptable and well-liked by associates 
and supervisor. The average high-absence employee 
(H.A.) was unhappy, discontented and resentful, with 
few friends; she was not liked by associates or supervisor. 

The authors then suggest how the medical depart- 
ment should cope with the problem of the high-absence 
employee (H.A.). (1) The high-absence cases should be 
recognized early. In this connection accurate attendance 
records and careful interviews are important. (2) The 
high-absence cases when recognized should be ‘fully 
evaluated. (3) These high-absence employees must be 
studied and managed. This involves what industry to- 
day calls its human relations program. 

Reference is made also to the role of the private 
physician. For him the initial problem is the same as 
for the doctor in industry, namely, early recognition of 
the case and a proper understanding of the disease. 
He should put emphasis on treating the underlying 
disorder. Marcaret H. WILTON 
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Beach, Florida. (Mrs. Maxine T. Ace and’'Mrs. Anna L. 
Rundell, Co-chairman, Publicity Committee, Jackson 
Memorial Hospital, Miami, Florida) June 13-17, 1954. 


AmeERIcAN GERIATRICS Society, Annual Meeting, San 
Francisco, Calif. (Dr. W. GO. Thompson, President, 700 
North Michigan Ave., Chicago 11, Ill.) June 17-19, 1954. 


AMERICAN COLLEGE OF CHEST PuysICcIANs, Annual 


Meeting, San Francisco, Calif. (Dr. Edgar Mayer, Chair- 
man of the Committee on Scientific Program, 850 Fifth 
Avenue, New York 21, N.Y.) June 17-20, 1954. ~ 
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AMERICAN MEDICAL ASSOCIATION, Annual Meeting, San 
Francisco, Calif. (Dr. George F. Lull, 535 North Dear- 
born Street, Chicago 10, Ill.) June 21-25, 1954. 


ANNUAL SYMPOSIUM ON ‘TUBERCULOSIS AND OTHER 
CHRONIC PULMONARY DISEASES FOR GENERAL PRACTI- 
TIONERS, Saranac Lake, N.Y. (Dr. Richard P. Bellaire, 
P.O. Box 2, Saranac Lake, N.Y.) July 12-16, 1954. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, New 
York, N.Y. (Dr. William L. Benedict, Secretary-General, 
ae — awe Building, Rochester, Minn.) September 


Wor.tp ConcrEss OF CaRrpIOLOGyY, Washington, D.C. 
(Dr. L. W. Gorham, Secretary-General, Second World 
Congress of Cardiology, 44 East 23rd Street, New York 
10, N.Y.) September 12-17, 1954. 


INTERNATIONAL AN4ESTHESIA RESEARCH Society, Annual 
Congress, Los Angeles, Calif. (Dr. T. H. Seldon, Chair- 
man, 102-110 Second Avenue, S.W., Rochester, Minn.) 
October 4-7, 1954. 


OTHER COUNTRIES 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE 
oF Surceons, Sao Paulo, Brazil. (Dr. Max Thorek, 
Secretary-General, 1516 Lake Shore Drive, Chicago, Ill.) 
April 26-May 2, 1954. 


IntsH MEpIcAL AssociaTION, Annual Meeting, Killarney, 
Ireland. (Dr. P. J. Delaney, Medical Secretary, 10, Fitz- 
william Place, Dublin) July 7-10, 1954. 


INTERNATIONAL GERONTOLOGICAL CoNGRESS, London 
and Oxford, England. (Prof. R. E. Tunbridge, President, 
Department of Medicine, The University, Leeds, 
England) July 12-22, 1954. 


INTERNATIONAL CONGRESS ON THROMBOSIS AND EMBOL- 
1sM, Basle, Switzerland. (Dr. W. Merz, Hon. Secretary, 
Gynecological Clinic, University of Basle, Switzerland’ 
July 15-19, 1954. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Ziirich, 
Switzerland. (Dr. K. Fierz, Secretary General, 
Teeter 12, Ziirich 1, Switzerland) July 21-24, 


INTERNATIONAL CANCER CoNGRESS, Sao Paulo, Brazil. 
(Prof. A. Prudente, 171 rua Benjamin Constante, Sao 
Paulo, Brazil) July 23-29, 1954. 


INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNAt- 
coLocy, Geneva, Switzerland. (Dr. H. de Watteville, 
President, Maternité Hépital Cantonal, Geneva, Switzer- 
land) July 26-31, 1954. 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, 
Stockholm, Sweden. (Secretariat of the Third Inter- 
national Congress of International Medicine, Karolinska 
eae, Stockholm 60, Sweden) September 15-18, 


CONFERENCE OF THE INTERNATIONAL UNION AGAINST 
TuBERCULOsIS, Madrid, Spain. (Prof. Alix y Alix, Escuela 
di Tisiologia, Ciudad Universitaria, Madrid, Spain) 
September 26 - October 2, 1954. 


Pan-Paciric SurGICAL AssociaTIONn, Congress, Honolulu, 
Hawaii. (Dr. F. J. Pinkerton, Director General, Pan- 
Pacific Surgical Association, Young Building, Honolulu, 
Hawaii) October 7-8, 1954. 


Japan Mepicat Concress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, om leone April 1-5, 1955. 
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NEWS ITEMS 


ALBERTA 


The Society of Annette of Western Canada, 
held their annual meeting in Edmonton on February 26 
and 27 inclusive. Many fine papers were presented and 
some seventy members attended from the four provinces. 


The Alumni Association of the University of Alberta 
held their: annual get-together in and about the Uni- 
versity. The ball was held at the MacDonald hotel, there 
being some five hundred couples in attendance. The 
class of "29 was so featured that few will forget this 
great event in the life of the University. 


We regret to announce the passing of Dr. G. D. 
Stanley of Calgary. Further notification will be forth- 
coming. 


A number of doctors of the province are taking special 
courses snes to the treatment of poliomyelitis. The 
courses are held at the Royal Alexandra hospital. 


The Surgical Society of Western Canada is holding its 
annual meeting in Edmonton, this being an alternate with 
Winnipeg. March 5 and 6 inclusive will be the dates this 
year. A full attendance is anticipated. Many .of the 
Alberta doctors have an opportunity to see the cream 
of the Dominion curlers in action as the great meet is 
held in Edmonton. 


Many Alberta men will be attending the Dominion 
Medical in Vancouver this summer. Those who have 
hobbies should present them there. 

'  W. CaRLETON WHITESIDE 


BRITISH COLUMBIA 


The B.C. Division, Canadian Arthritis and Rheumatism 
Society, through its provincial secretary, Miss Mary 
Pack, reports 18 districts in B.C. now covered by the 
C.A.R.S. These have trained physiotherapists who give 
treatment at hospitals and in private homes. A drive is 
on for a fund in support of the work of the Division. 


Dr. A. M. Menzies, assistant senior Medical Health 
Officer for Vancouver, will retire from city service on 
April 7. He has been with the city for 18 years, but prior 
to this was provincial epidemiologist for five years. Dr. 
Menzies is a University of Manitoba graduate, and 
served in the 12th Field Ambulance during World War 
I. He started practice at Britannia Beach, where a 
disastrous flood in 1921 killed 36 people and Dr. 
Menzies had his hands full. 


Membership in the B.C. Division, Canadian Red Cross, 
now stands at 211,624, the highest in the division’s 
history. In the past year there has been an increase of 
41,983, 17,000 from Vancouver alone. Forty-nine 
thousand bottles of blood were collected in 1953. There 
is a great demand for blood for the production of gamma 
globulin for use against polio. 


Dr. Dodd Q. Chu of Vancouver has been awarded a 
teaching fellowship at McGill: this fellowship is worth 
$2,000.00. Dr. Chu ‘has been doing research in allergy 
problems. 


The Annual Medical Ball of the University of B.C. was 
held in the Hotel Vancouver on March 26. This, Ball was 
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the fourth of its kind, and is unique in that the proceeds 
are devoted to providing $100.00 bursaries for students 
in need of help, or for other reasons. The Ball was 
highlighted by the appearance of the se class 
of °54, the first medical graduates from the 


University of 
British Columbia. 


While we are on the subject of the Medical School, 
it is a matter of great interest, and considerable pride 
on the part of all concerned, that the Medical School of 
the University. of British Columbia, has been given 
Grade A status, with no reservations and no criticisms, by 
the Council of Education of the American Medical 
Association. 


The Scientific Session of the General Practitioners’ 
Section of the Canadian Medical Association, B.C. 
Division, will be held at Harrison Hot Springs Hotel on 
March 18, 19, and 20. All available rooms have been 
taken, and a large attendance is certain. The program 
is an excellent one, and a dinner will be held on Saturday 
ni cht, when Dr. Appleby of Vancouver will give an 
address. 


The Burnaby General Hospital, which has been in 
— for the past year, reports a very successful year. 
There is an pues surplus of $8,951.00 for the twelve 
months. This would be unique in any reports of hos- 
pitals—but there is a qualifying remark, “before deprecia- 
tion allowances”. That sounds more natural. 


There is, one is not surprised to hear, need for in- 
creased bed accommodation, and we understand plans 
are on foot to enlarge the hospital. There was an 81.2% 
total occupancy, and the scatiecdl side showed a 92% 
occupancy. There were 44,790 patient days with an 
average stay of 7.47 days: 


Dr. Duncan C. Mackenzie, a former eye, ear, nose and 
throat specialist in Vancouver died on February 21 at 
the age of 79. He came to B.C. in 1920, and started 
practice in Vancouver in 1924. He retired on account 
of ill-health in 1942. 


The Annual Report of the Victorian Order of Nurses, 
held recently, brought out very forcibly the value of 
home nursing, and the valuable work this organization 
is doing. Dr. William Gibson, of the U.B.C., Medical 
faculty, was guest speaker, and he used the experience 
of New Zealand to point up his argument that home 
nursing can do a great deal to lessen use of hospital beds, 
and so ease the acute hospitalization problem in B.C. He 
referred to the work of the Order in lessening infant 
mortality, and in combating juvenile delinquency by 
spotting early signs of anti-social behaviour. The reports 
of the Order showed 62,469 visits made in 1953 in 
greater Vancouver, nearly half of these patients over 
70 years of age. Mrs. Paul Smith, M.B.E. was elected 
President for 1954. Mrs. Smith is a former M.L.A. of 
B.C. J. H. Macpermor 


MANITOBA 


The new infirmary of the provincial hospital for 
mental diseases at Selkirk, Manitoba, was opened on 
February 11 by Hon. F. C. Bell, Minister of Health. 
It will provide 300 more beds and is one of the most 
modern of its kind in Canada. The total cost of building 


and furnishings is over $1,000,000. 


Dr. C. E. Corrigan reviewed in the Winnipeg Free 
Press of February 6 the Official History of the Canadian 
Medical Services 1939-1945, Volume 2, edited by W. 
R. Feasby, M.D. 
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At a public symposium sponsored by the St. James, 
St. Vital and Fort Garry Health Unit in St. James 
Collegiate in connection with Public Health week, the 
speakers included K. O. Mackenzie, deputy minister of 
public welfare, Dr. H. R. Stewart, director of dental 
services, S. C. Sparling, executive director of the Society 
of Crippled Children in Manitoba, and’ Dr. Morley 
Elliott, deputy minister of health. Dr. Elliott who was 
a delegate to the World Health Organization’s Assembly 
in Geneva last spring said that W.H.O. now_ has 
82 member nations of which Canada was one of the 
foundation group and has three Canadians on the 
Executive. 


Dr. F. A. L. Mathewson, assistant professor of medi- 
cine and medical director of the Great-West Life As- 
surance Company, addressed the Life Underwriters 
Association of Manitoba on February 10 at the Royal 
Alexandra Hotel. 


North of 53 District Medical Society met in Flin 
Flon on February 10 and 11 with Dr. H. L. McNichol 
as President and Dr. P. Johnson, Secretary. A group 
of Winnipeg doctors attended—Dr. W. F. Tisdale, Presi- 
dent Manitoba Medical Association, Dr. G. L. Bell, 
Dean of the Faculty of Medicine, Dr. Dwight Parkin- 
son, Dr. M. T. MacFarland and Dr. Digby Wheeler. Dr. 
Bell spoke on Trends in Medical Education and Dr. 
Parkinson on Treatment of Acute Head Injuries. On 
February 11 ward rounds were made in the hospital of 
the Hudson Bay Mining and Smelting Company and 
in the General Hospital conducted by the Grey Nuns. 
The new president of the District Medical Society is 
Dr. C. S. Crawford, The Pas. 


A cobalt therapy unit will be installed in St. Boniface 
Hospital in the near future. It is expected that the cost 
of constructing a building for its storage will be met 
by the service clubs of St. Boniface. 


The first sod in connection with the $2,500,000 ex- 
tension to Misericordia Hospital was turned on February 
15, by Archbishop Philip F. Pocock of Winnipeg. The 
wing will house an additional 300 beds. 


A team of Canadian and American experts in Arctic 
medical research assembled in Winnipeg on February 
20 for a trip to Churchill to further their research. The 
Churchill project is being carried out under the Josiah 
Macy Foundation for Medical Research in co-operation 
with the Canadian Defence Research Board. The team is 
headed by Dr. John H. Talbot, University of Buffalo. 
Canadian research men are Dr. L. P. Dugal of Laval 
University, Dr. G. M. Brown of Queen’s University and 
Dr. J. A. F. Stevenson, University of Western Ontario. 
Accompanying the team are Dr. A. C. Burton, University 
of Western Ontario and two American women, Dr. Janet 
Travell and Dr. Irene Ferrer. Ross MITCHELL 


NEW BRUNSWICK 


Dr. J. A. MacMillan of Charlottetown was the invited 
speaker at the January meeting of the Saint John Medi- 
cal Society. He spoke on the general topic of “Insur- 
ability of Medical Risks”. Following the address, a gen- 
eral and rather far-ranging discussion of Blue Cross and 
Blue Shield coverage was undertaken by several doctors, 
sometimes in a critical attitude. Dr. MacMillan answered 
in his own brilliant manner and in most cases his 
answers were supported by readily available figures and 
facts. His visit was fully appreciated and enjoyed. by a 
large audience. 








Canad. M., A. J. 
April 1954, vol. 70 


Dr. J. A. Caskey, Radiotherapist at the Saint John 
General Hospital appeared betore the Charlottetown 
Medical Society on January 27, presenting a paper on 
“The Diagnosis and Treatment of Curable Cancer,” illus- 
trated by excellent lantern slides. His return to the main- 
land was delayed by an old-fashioned blizzard which 
immobilized road traffic for several days. The good -old 
days may be gone forever, but natiieal forces have not 
changed and snow, plus wind, still make drifts which 
our present day mechanical toys find difficulty in over- 
coming. 


The New Brunswick Medical Society, in co-operation 
with the Post-Graduate ‘Committee of Dalhousie Uni- 
versity, arranged for Dr. Douglas E. Cannell, Pro- 
fessor of Obstetrics and Gynzcology, University of 
Toronto, to present a paper on “Problems of Difficult 
Labours” to the Moncton Medical Society in the New 
Moncton Hospital. Dr. Cannell was greeted by a large 
audience which was augmented by a small delegation 
from Saint John. Dr. K. W. Mackenzie was chairman. 


The Spring Clinical Session of the Saint John Medical 
Society will have as special speakers Dr. Charles A. Jane- 
way, Professor of Pediatrics, Harvard University and Dr. 
Norman F. Miller, Professor of Obstetrics and Gyne- 
cology, University of Michigan. 


Madawaska Medical Society elected officers for 1954, 
as follows: President, Dr. L. E. Belanger; Vice-President, 
Dr. Darius Albert; Secretary, Dr. Guy Tardif. 


Officers for 1954 of the York-Sunbury-Queens Medical 
Society are: President, Dr. J. Alex Bell, Fredericton; 
Vice-President, Dr. George Fletcher, Harvey; Secretary- 
Treasurer, Dr. J. A. Williamson, Fredericton; Executive, 
Dr. H. M. Gardiner, Dr. O. E. Morehouse and Dr. E. N. 
Reynolds. 


Dr. F. L. Whitehead, Secretary of the New Brunswick 
Medical Society, appeared before the following district 
Medical Societies, Madawaska, Carleton-Victoria, St. 
Croix and Washington County and Saint John discussing 
the following subjects: (1) The present status re Group 
Practice, ang: and College of General Practice. (2) 
The Canadian Sickness Survey. (3) Prepaid Medical 
Care, Trans-Canada Medical Plan. (4) Specialists in pre- 
paid medicine. (5) National Health Grants—Present 
status of Health Insurance. (6) The policy of C.M.A. 
(7) Insurance Companies. 


Dr. D. F. V. Brunsdon recently of Guy’s Hospital, 
London, England, has reported for duty on the staff of 
the Provincial Laboratories at Saint John. 


Dr. Fred Jennings.of Saint John attended the meeting 
of Divisional Chairmen of the Public Relations Committee 
with the Nucleus Committee of the Public Relations of 
the C.M.A. in Toronto early in February. 


This reporter enjoyed the opportunity of meeting and 
welcoming Dr. Stanley Gilder and his family as they 
disembarked from the Canadian Pacific Empress of 
France at Saint John in mid-February. A.’S. KirKLANpD 


NOVA SCOTIA 


Dr. Douglas E. Cannell, Professor of Obstetrics and 
Gynecology at the University of Toronto, visited Halifax 
February 2 and 3, and gave a series of lectures and 
case presentations under the auspices of the Post- 
Graduate Committee of Dalhousie University. Dr. Can- 
nell’s two main addresses were “Research Aspects of 
Obstetrics” and “Problems of Difficult Labours”, 
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At the annual meeting of the Halifax County Cerebral 
Palsy Association,--Mrs. Frank Wellard was re-elected 
president. Mrs. Wellard has headed this group since she 
was the prime mover in its formation 3 years ago, At 
the present time there is a school for these children 
sponsored by the City of Halifax, and the Walter Callow 
busses take them to and from the school. At the present 
time 115 palsied children have been diagnosed in Nova 
Scotia but it is estimated that there are nearly 500 in 
this province. Mrs. Wellard who has been vitally inter- 
ested in this work since 1948; has been urging other 
communities’ throughout Nova Scotia to form them- 
selves into strong local groups so that assistance may 
be elevated to a Societal level 


Fifteen special clinics held in the Halifax-Dartmouth 
area during January produced 3,000 pints of blood for 
the Red Cross Society. The outstanding clinic of the 
month was the one held at H.M.C.S. Stadacona, when 
almost 900 donations were registered, setting a new 
record for blood volunteers on a naval establishment in 
Canada. The armed services in Nova Scotia have been 
of great assistance in maintaining the Red Cross blood 
bank. 


Dr. R. O. Jones, Professor of Psychiatry at Dalhousie 
University, was re-elected president of the Nova Scotia 
Society for Mental Hygiene. Dr. Jones in his annual 
report referred to the work: of the Scientific Advisor 
Committee which was making a survey of mental heal 
facilities in the province, and cited also the need of 
increased personnel in a wide variety of mental health 
services. 


The Post-Graduate Committee of Dalhousie University 
Medical School has announced that four one-year rotat- 
ing residencies in general practice have been made 
available for the year starting July 1, 1954. The year will 
consist of three months’ training in each of the following 
subjects—medicine, obstetrics and gynecology, pediatrics 
and minor surgery. 


The annual initiation banquet of the Alpha Eta 
Chapter of the Phi Rho Sigma Medical Fraternity was 
held on January 27 in the Lord Nelson Hotel. There 
were twenty-two new initiates including one honorary 
member, Dr. J. McD. Corston. Dr. J. W. Reid wi 
his usual spontaneous wit ably filled the toast-master’s 
chair and the guest speaker, Dr. A. W. Ross of 
Moncton, gave a very interesting address. 


During the month of February the medical officers 
on two venne foreign warships visited various medical 
centres in Halifax. Capitao de Corveta (Lt. Cdr.) Celso 
Ramos and Capitao Tavente (Lt. S. G.) Almyr de Souza 
of the Brazilian Naval Training Ship Duque de Caxias 
spent 10 days in port. Several weeks earlier the Nether- 
land’s Cruiser H.M.N.S. de Ruyter, one of the most up 
to date naval vessels afloat, spent 5 days in Halifax and 
its two doctors Lt. Cdr. Bakkes and Lt. Cdr. Meiyer, 
were also extended the courtesies of this port by Surg. 
Capt. F. W. McHattie Command Medical Officer, and 
Surg. Cdr. Roberts, Principal Medical Officer, H.M.C.S. 
Stadacona. 

C. M. Hartow 


ONTARIO 


The L. G. McCabe Award made annually to the 


author of the best paper presented by a local member 
of the Essex County Medical Society at any of the hos- 
ital staff meetings or at the annual Clinic Day was 
ivided this year between two winners. These were 
Dr. John Maus who presented “The Story of Nuclear 
Medicine” and Dr. Irvin Strathman whose paper was 
“Chronic Cervicitis”. 
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Dr. Jack Kennedy addressed the Essex County Medi- 
cal Society on Fractures. He advocated treatment of com- 
plete shoulder separation by lag screw. He stressed the 
simplicity and value of Kirschner wires in the clavicle, 
humerus and forearm. He advised fixation of femoral 
fractures by Kiintscher nailing, and femoral neck 
fractures by Moe plating rather than by the widely used 
Smith Petersen nail. 


Dr. Hugh Neil Cleland of Toronto has been awarded 
a $2,100 British Empire Cancer Campaign Exchange 
Fellowship by the Canadian Cancer Society. Dr. Cleland 
graduated from University of Toronto in 1947. For the 
ast year he has been resident surgeon at the Wellesley 
ranch of the Toronto General Hospital. He will use his 
fellowship for a year in general surgery under pe jena 
Paterson Ross at St. Bartholomew’s Hospital, London. 


The Ontario Departments of Health and Agriculture 
are planning a campaign against weeds that cause hay 
tever, such as June grass, ragweed and golden rod. The 
Health Department will carry on a course of lectures to 
organized groups to teach them what the weeds look 
like, so they can hunt and destroy the offenders. The 
Agriculture Department will announce what weeds are 
to be dasivosed All landowners are to watch for them 
and take steps to eradicate them. 


Recent donations and bequests to the University of 
Toronto for research, scholarships and bursaries Sine 
been announced. They are: $10,000 from the estate of 
Joseph Aziz, the income to be available to a promising 
medical student who merits financial assistance; $2,500 
from Burroughs Wellcome and Company for a fellow- 
ship in the field of hypertension investigation, and $2,500 
for a research fellowship in anesthesia and applied 
pharmacology; an annual prize of the British Encyclo- 
peedia of Medical Practice from Butterworth and 
Company to a final year medical student; $4,000 a year 
from Parke, Davis and Company for research on deaf- 
ness; $2,500 a year for five years from C. Gordon Cock- 
shutt for research in cardiovascular diseases; $1,000 from 
Mrs. W. L. Matthews to establish a fund for the ad- 
vancement of neurosurgery; and $200 from W. A. 
Beverly for the advance of psychiatry. 


Last year 114 patients were admitted to the IODE 
Hospital for Convalescent Children, now operating as a 
Junior Sanatorium in Toronto. At present about 45% 
of the patients have come from European countries. Dr. 
Gladys Boyd, in her medical report to the Board, urged 
more adequate screening of immigrants before admission 
to Canada. 


The Metropolitan Welfare Committee of Toronto has 
approved plans for construction of a $3,000,000 old 
people’s home at Newmarket. It will ac¢ommodate 325 

atients requiring pew care. The home is expected to 
e open in September 1955. 

Other homes for aged persons who are bedridden are 
expected to be built in Etobicoke and Scarboro. The 
walking aged will be accommodated in another home 
that may be built in North York. The four new homes 
and Lambert Lodge will care for about 2,000 people. 


The Ontario Division of the Red Cross has officially 
sanctioned the inclusion of work for senior citizens of 
the province as part of its program. Interest in this group 
of people began because some 500 shut-ins began knitting 
al sewing for the Toronto Branch. The program has 
now increased to embrace practically all phases of Red 
Cross, even swimming and water safety programs. The 
first aid committee conducts classes for older people, the 
work committee distributes’ sewing and knitting, corps 
committee drives and entertains, the nursing committee 
does reading, visiting, shopping and nursing and the 
welfare committee does hospital visiting. There are 
85,000 people over 65 living in Toronto. 
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About 200 members from all parts of the province 
attended the three-day postgraduate course in Cardio- 
vascular Diseases arranged by the Ontario Medical Asso- 
ciation at Sunnybrook Hospital in February. 


Construction of the Ontario Cancer Research Institute 
at a cost of $8,500,000 will soon be started. Plans call 
for the centre to be operating as a research, teaching 
and treatment centre for Ontario in 1956. Delay in con- 
struction of the centre has been occasioned by revisions 
of basic plans after careful study of institutes all over 
the smd The new centre will embody every known 
facility for research and treatment as well as providing 
a teaching centre for Ontario’s medical schools. Ontario 
plans have been studied by Dr. Ralston Paterson of 
Manchester, by Dr. David Smithers of the Royal Cancer 
Hospital, London, by Dr. Jens Neilsen of the famous 
Copenhagen Clinic and by other leading authorities. 


Dr. C. H. Best gave the Nu Sigma Nu annual lecture 
for 1954 at the pthread State University School of 
Medicine, New Orleans. His subject was “Recent Studies 
with Insulin and Choline”. 


The Ontario Division of the Canadian Arthritis and 
Rheumatism Society last year assisted six out-patient 
arthritic clinics in Ontario hospitals and maintained 
thirteen mobile physio-therapy units. New units were 
installed in Selene. London and Toronto. Others 
operate out of Oshawa, St. Catharines, Leamington, 
Kingston and Ottawa. 


In 1953 there were 2,800 babies born in Women’s 
College Hospital without a maternal death. This is more 
than 10% of babies born in Toronto. Surgical operations 
performed in the hospital numbered 3,381 during the 
year. Litytian A. CHASE 


QUEBEC 


Our Provincial Committee on Hospital Problems pre- 
sented on February 26 a memorandum to the Royal 
Commission on Inquiry on Constitutional Problems. This 
brief emphasized that the financial situation of Quebec 
hospitals is getting worse from year to year despite sub- 
stantial Government grants and increasing revenue from 
hospitalization plans. As an immediate solution the Com- 
mittee recommended revision of the Quebec Public 
Charities’ Act—an increase in the Provincial Government 
contribution from $5.50 to $8.50 per patient-day for 
class Al hospitals—and a more adequate assigning of 
financial responsibilities. 

Discussing operation costs, it is asserted that the pa- 
tient-day cost in Quebec hospitals is at present $12.94. 
The deficit per patient-day amounted to $1.48 in 1951. 
It is estimated that in 1951, Al, A2 and A3 hospitals 
gave $4,000,000 in free service to Q.P.C.A. patients alone. 
It follows therefore that the province and municipalities 
pay only 83 to 47% of charity patient-day costs. The 

ospitals bear the balance. 

The higher hospitalization costs are traced mainly to 
large salaries. In certain institutions salaries and wages 
make up as much as 68% of the budget. There has been 
considerable reduction in working hours, and more 
scientific and costlier techniques have beén added. Re- 
— as well as maintenance and construction costs are 

igher. 

The ~~ rmanent solution to this problem, in the 
opinion o e Committee, is the establishment of a 
contributory non-government _ hospitalization insurance 
plan, compulsory if required. If the population does not 


take the initiative in establishing its own hospitalization 
insurance plan, it is likely that a Federal plan will be 
instituted in a not too distant future. Such a plan, forced 
u . the Quebec population, would not necessarily be 
ideal. 
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This brief was presented to the Commission by Rev. 
Hector L. Bertrand, chairman of the Comité des Hé- 
pitaux du Québec, and J. H. Roy, president of the 
Montreal Hospital Council. The former is a groupin 
of 141 Roman Catholic institutions, while the Montr 
Hospital Council represents 32 hospitals in Greater 
Montreal, one in Quebec City, one in Sherbrooke and 
one in Ste. Agathe des Monts. 


Added emphasis on the plight of our hospitals was 
indicated when Rev. Bertrand called Rev.. Mother Ste. 
Jeanne de Chantal, of the Hétel Dieu St. Valier, Quebec 
City, to give evidence before the Royal Commission. The 
Reverend mother represents No America’s oldest 
religious order, Les Sceurs Hopitaliéres de St. Joseph, 
who have operated Canada’s oldest hospital for many 
centuries a es financial aid. Rising costs have been 
so great that their Order can no longer take care of 
deficits with its own resources. Therefore the Provincial 
Government’s financial assistance is requested. 


Here are a few of*the highlights from the Montreal 
Medico-Chirurgical Society. On February 5, Dr. Henry 
Michelson, Professor of Dermatology and Syphilology, 
University of Minnesota, spoke on “Cutaneous Cancer”. 
He covered the field quite thoroughly, from the pre- 
cancerous lesions through to therapy. Because the tissues 
are visible, diagnosis is simple but microscopic verification . 
is essential. Treatment depends upon age, location, type 
and duration, Long follow-up is essential. On February 
26, the Section of Tuberculosis and Diseases of the 
Lungs presented, in connection with the scientific open- 
ing of the Royal Edward Laurentian Hospital Surgical 
and Laboratory Buildings, a full-day scientific pro- 

am. In addition to a number of excellent presentations 

y our local colleagues, Dr. Arthur J. Vorwald, Professor 
of Occupational Medicine, Wayne University, discussed 
the pneumoconioses and their relationship to chronic 
pulmonary disease; Dr. William B. Tucker, Professor of 
Medicine, University of Minnesota, spoke on the present 
trends in the chemotherapy of tuberculosis; and Dr. John 
D. Steele, Assistant Clinical Professor of Surgery, 
Marquette University, gave an excellent presentation on 
the indications for surgery, ew resection, after 
preparation with long-term chemotherapy. 


Friends and graduates of McGill University will be 
interested to know that their Alma Mater fund since 
1948 has now reached $738,971. On February 25, Anson 
C. McKim, the chairman of the fund, presented the 
sarge of the university with a cheque for $160,821, 
ast year’s proceeds from. the fund. This is an increase 
of $31,770 over the previous year’s contributions. It is 
leasant to note that last year the medical graduates 
ormed the largest faculty percentage of givers. A total 
of $41,863 was contributed by 1,858 doctors, represent- 
ing half the medical graduates. 


The Institute of Microbiology, University of Montreal 
headed by Dr. Armand Frappier, was recently granted 
a $46,220 Federal health grant, for research on blood 
derivatives. It is planned to establish and operate a 
pilot plant laboratory for research on blood derivatives. 
The Institute will prepare fractions from blood and stud 
them by physico-chemical and biological methods. it 
will make any by-product of such research, such as 
gamma globulin, available to public health authorities. 


Dr. Alton Goldbloom, formerly physician-in-chief at 
the Montreal Children’s Memorial Hospital, has been 
invited to give the Windermere lecture before the British 
Peediatric Association on April 29. Sailing on March 6, 
he will give a series of lectures at the Hépital des Enfants 
Malades in Paris, and at the Hebrew University in 
Jerusalem, the Israeli Medical Society and the Israeli 
Pediatric Society.’ Dr. Goldbloom also plans to teach for 
a while at the Hadassah Hospital in Jerusalera. He will 
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deliver the Windermere lecture on his return journey, 
d also speak to students at the Universities of 


an 
Sheffield an 


Manchester, and the Liverpool Pediatric 
Society. : 


A. H. NEUFELD 


SASKATCHEWAN 


Dr. George Walton, Regina’s Medical Officer of 
Health, recently reported that Regina came through its 
worst outbreak of polio in 1953. There were 151 cases 
and 18 deaths. 


Considerable attention is being focused on the: sub- 
ject of fluoridation in Saskatchewan at the present time, 
Regina and Saskatoon have endorsed its introduction 
despite some objection on the part of various local lay 


groups. 


During May 6, 7, and 8, a postgraduate course is =. 
held in Regina under the auspices of the Regina an 
District Medical Society and sponsored by the Lederle 
Laboratories Division, American Cyanamide Company. 

On Thursday evening May 6, a dinner will be held 
at the Hotel Saskatchewan, and on Friday, May 7, an 
all day session on Acute Infectious Diseases will be held 
when the following speakers will be heard: Dr. D. Horst- 
mann of Yale will discuss “Anterior Poliomyelitis—Pro- 
gress in Immunization”; Dr. Gordon Meiklejohn of the 
University of Colorado will speak on “The Diagnosis and 
Treatment of Meningitis in Childhood”; Dr. Martin Hoff- 
man of McGill University will talk about “Infectious 
Hepatitis—Treatment of the Acute Attack”; Dr. Lennox 
Bell of the University of Manitoba will discuss “The 
Diagnosis and Treatment of Virus Pneumonia”, and “The 
Use and Abuse of Antibiotics in the Treatment of Acute 
Infectious Diseases”, will be the topic of Dr. K. J. R. 
Wightmann of the University of Toronto. 

There will be a luncheon at noon and an evening re- 
ception for the attending Doctors and their wives. On 
Saturday, May 8, “Grand Rounds” will he held at the 
Regina General Hospital. 


Contract practice in Saskatchewan at times appears 
to be an undesirable arrangement. In some areas little 
trouble and disagreement are reported, but in others 
many. physicians at times feel that their arrangements are 
entirely unsatisfactory. 

Recently one physician discussed with the writer by 
letter, his feelings in this matter. As such, he states 
that in his opinion “It is completely outdated as a scheme 
of prepaid medical attendance”. Continuing, he indicates 
that it is his impression that the amount of services being 
demanded by the people makes it impossible to give the 
individual patient anything like the time and care neces- 
sary for proper diagnosis and treatment. 

On one occasion, which led to his resignation, a dis- 
gruntled patient and her husband circulated a petition 
requesting his resignation and canvassed his area for 
complaints. Subsequently it was shown that their own 
complaint was completely false and even the dates of the 
alleged events were incorrect. 

As an example of the type of complaint submitted, 
one patient who complained of the doctor not being 
available at all times, later admitted that he knew where 
the doctor was but didn’t want to disturb him. Another 
objected because he couldn’t cure a case of scarlet fever 
in two days. 

Our friend feels that such activity, as discussed above, 
does not give a doctor who is under contract adequate 
consideration for the work he does for the people he 
serves. This does not apply to all his patients, most of 
whom are very fine people, but it still remains “that 


there is a small minority who are unfortunately very 
vocal” and “who make it impossible for any self-respect- 

g coer to enter into a contract to do their medical 
work. 


W. PEacockx 
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NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Several medical officers of the Royal Canadian Navy 
have recently completed courses in specialties. 


Surgeon Commander J. C. Gray, R.C.N., has re- 
turned to Canada from an eighteen month course in 
internal medicine at the Postgraduate School of Medi- 
cine, London, England. He has n appointed as in- 
ternist ve the R.C.N. Hospital at H.M.C.S. Naden, Vic- 
toria, B.C. 


Surgeon Lieutenant E. R. Kierstead, R.C.N., and 
Surgeon Lieutenant N. W. Bradford, R.C.N., are com- 
pleting an intensive seven weeks’ indoctrination course 
in some aspects of aviation medicine applicable to the 
Navy and Air Force at the Institute of Aviation Medicine 
in Toronto, Ontario. 


Surgeon Lieutenant C. A. West, R.C.N., has been 
appointed from -R.C.N. Hospital, Victoria, B.C., to 
Toronto where he will take up duties in the Toronto 
Military Hospital. 


Colonel G. L. M. Smith, C.B.E., C.D., of the staff of 
the Director General of Medical Services has been 
awarded the Legion of Merit, Degree of Legionnaire, 
U.S. Army, in recognition of his service in Korea. Lieut.- 
Colonel J. D. Galloway has been awarded the O.B.E. for 


_ distinguished service in Korea. 


Lieut.-Colonel A. L. Kerr is taking a residency in 
Internal Medicine at Brooke Army Medical Centre, 
Fort Sam Houston, Texas and Major G. S. Whittingham 
is taking an assistant residency in Internal Medicine at 
Deer Lodge Hospital, Winnipeg, Manitoba. 


Major F, C. R. Chalke of the staff of the Director 
General of Medical Services has retired from the Cana- 
dian Army and has taken an appointment with Defence. 
Research Board. 


Air Commodore A. A. G. Corbet, Director of Medical 
Services (Air) and Group Captain D. G. M. Nelson, 
Deputy Director, attended the annual meeting of the 
Aero Medical Association held in Washington, D.C., 
March 29-31, 1954. 





NEWS AND NOTES 


DALHOUSIE AND LAVAL 
UNIVERSITY GRADUATES AWARDED 
BRITISH EMPIRE EXCHANGE 
FELLOWSHIPS 


Under an exchange between the National Cancer 
Institute of Canada and the British Empire Cancer 
Campaign two more Canadian doctors will study in 
Europe and two British doctors will come to Canada 
for study. One of paar of the exchange is to 
keep each country informed on what the other is 
accomplishing in the cancer field. 

The Canadian awards for 1954 went to Dr. Robert 
Garneau of Quebec City and Dr. J. P. Wallace Thomas, 
Vancouver. 

Dr. Garneau already has considerable cancer research 
experience. Since graduating in medicine from Laval 
University in 1949 he has studied at Laval’s Institute 
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of Pathology and at hospitals in Quebec City. During the 
past year he has been working at the Cancer Institute 
in Paris under Professor Charles Oberling. He will use 
his award to study under Dr. Robb-Smith at Oxford 
University. 

Dr. Thomas graduated from Dalhousie Uuiversity in 
1945 and since then he has had considerable postgradu- 
ate study in internal medicine, especially diseases of the 
blood. He has worked at the Department of Clinical 
Pathology at the Vancouver General Hospital and at 
the British Columbia Cancer Institute. He will use his 
award to study leukemia and allied disorders at the 
British Post Graduate Medical School, Hammersmith, 
London, England. 


The American Federation of Soroptimist Clubs, 
Western Canada Region, announces a_ postgraduate 
scholarship of $1,500 for a Canadian woman physician: 
the grant to be made in the summer of 1954. 

The object of the grant is:to promote special training 
to a woman whose graduation from a Canadian medical 
school has been within five years of application. 

Applications to be made to Mrs. L. M. Brolin, 34 
First Avenue, Chilliwack, B.C. 





WORLD HEALTH ORGANIZATION 
1955 PROGRAM AND BUDGE’ 


The Executive Board of the World Health Organiza- 
tion, of which Canada nominates a member, met for its 
13th session in January in Geneva, Switzerland. Its most 
important decision was to support the Director-General 
in recommending a substantial increase in the 1955 
budget from $8,500,000 to $10,300,000. It now rests with 
the World Health Assembly in May to implement or 
reject this recommendation. The Director General’s 
proposal for an increase in this budget was prompted 
* a number of considerations including the wide 
fluctuations in the amount of money available from the 
UN Technical assistance funds and the consequent diffi- 
culty of planning or operating rationally programs 
financed from this source. Indeed, some important pro- 
grams involving maternal and child health have been 
maintained only with the aid of money borrowed from 
UNICEF to pay the salaries of medical personnel, an 
unsatisfactory state of affairs which can scarcely 
allowed to continue. 


As regards program trends, it should be noted that the 
Executive Board endorsed the view of the Director- 
General that emphasis should shift somewhat from the 
control of specific communicable diseases, of which 
tuberculosis, malaria, and the venereal diseases are the 
most important examples, to the positive promotion of 
health, a field which includes such diverse activities as 
the promotion of mental. health, satisfactory nutrition, 
and the education of the public in matters of health. 





OTTAWA UNIVERSITY 
NEUROPATHOLOGICAL UNIT RECEIVES 
FEDERAL HEALTH GRANT 


Establishment of a neuropathological unit at the Uni- 
versity of Ottawa will be supported by a federal grant 
of $3,575. Funds will be provided under the Mental 
Health Grant in the National Health Program and will 
make possible the development of a neuropathological 
unit in the Ottawa area. 


Adequate pathological services are essential to the 
extension of a suitable mental health program and the 
establishment of such a unit by the University of Ottawa 


(Continued on page 80 of the advertising section) 
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BOOK REVIEWS 


SURGERY OF REPAIR AS APPLIED 
TO HAND INJURIES 


B. K. Rank, Honorary Plastic Surgeon, Royal 
Melbourne Hospital;-and A. R. Wakefield, 
Honorary Plastic Surgeon, Children’s Hospital, 
Melbourne. 256 pp. illust. $6.75. E. & S. 
Livingstone Ltd., Edinburgh and London; The 
— Co. of Canada Ltd., Toronto 2, 


This book records the experiences of the authors in the 
treatment of hands injured in industry and in war. It is 
divided into five parts: general considerations, primary, 
intermediate, and secondary treatment, and special 
aspects, e.g., burns, injuries in children, and prostheses. 
From the opening chapter on the social significance of 
hand injuries to the final chapter (on prostheses) this 
well illustrated and compact volume is a mine of practical 
information. It will be a necessity for those treating hand 
injuries, and should be on the shelves of all surgeons. As 
the authors state in the preface, the problem of the 
injured hand “offers unique stimulus, scope and prize 
to the art of surgery and to the craft of surgeons”. Their 
reaction to the stimulus deserves high praise. The pub- 
lishers are to be congratulated on the excellence of the 
publication. 


TUMORS OF THE ORBIT AND 
ALLIED PSEUDO TUMORS 


R. G. Ingalls, formerly Instructor in Ophthal- 
mology, College of Physicians and Surgeons, 
Columbia University; formerly, Assistant Oph- 
thalmologist, Presbyterian Hospital and Vander- 
bilt Clinic. 410 pp. illust., $12.75. Charles C. 
Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1953. 


In this book Dr. Ingalls has produced a monograph 
rather than a comprehensive discussion of tumours of the 
orbit. He analyses 216 case histories of tumours 
of the orbit and allied pseudo-tumours found for the 
most part in the clinics of the Institute of Ophthalmology 
of the Presbyterian Hospital in New York City, and to 
a lesser extent in the Head and Neck Clinic of the 
Memorial Hospital for Treatment of Cancer and Allied 
Diseases. In an introductory chapter he presents a 
résumé of the tumours to be found in the orbit and 
presents tables showing the frequency, sex distribution, 
age distribution and such matters of each tumour found. 
He then presents in each of the following chapters a 
full discussion of one tumour type, with illustrative de- 
tailed case reports on patients studied in his clinics. The 
illustrations are numerous, well chosen, and beautifully 
reproduced. The result is a most instructive volume. 
However, it is one more for the connoisseur than for 
the average student. 


THE NORMAL CHILD 


R. S. Illingworth, Professor of Child Health, 
The University of Sheffield; Pzediatrician to the 
Children’s Hospital Unit and the Jessop Hos- 
pital for Women, The United Sheffield Hos- 
pitals. 342 pp. illust. $6.00. J. ¢ A. Churchill 
Ltd., London; British Book Service (Canada) 
Ltd., Toronto, 1953. 


This book very ably covers the whole field of the normal, 
healthy infant and small child; together with the 
medical facts is included a great deal of common sense. 
The first section deals with feeding problems in both the 
breast fed and artificially fed infants and is a very com- 
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lete discussion of these problems. The second section 
Soli with physical problems such as the assessment of 
physical development including a discussion of the Wetzel 
Grid, head circumference and chest circumference. The 
third section deals with developmental problems and con- 
tains a very excellent pictorial description of the develop- 
ment of the standing position, sitting position and hand 
manipulation and a comprehensive table showing de- 
velopment at various ages from 4 weeks to 3 years. The 
fourth and final section discusses the behaviour problems 
seen in the well infant and small child. 


While the information in this book is well known to 
the practising pediatrician, the book would be of con- 
siderable aid to the general practitioner who includes 
well baby care in his practice and to the nurse or medi- 
cal student. 


AMEBIASIS 


H. H. Anderson, Professor and Chairman, 
Pharmacology and Experimental Therapeutics, 
The School of Medicine, University of Cali- 
fornia Medical Centre, San Francisco, California; 
W. L. Bostick, Associate Professor of Pathology, 
Department of Pathology, The School of 
Medicine, University of California Medical 
Centre, San Francisco, California; H. G. 
Johnstone, Professor of Parasitology, Parasit- 
ology and Mycology Section of the Department 
of Medicine, University of California Medical 
Centre, San Francisco, California. 431 pp. illust. 
$12.75. Charles C. Thomas, Springfield, IIl.; 
The Ryerson Press, Toronto, 1958. 


This large monograph is entirely devoted to the con- 
sideration of a disease which has been somewhat 
neglected in the United States and Canada. It contains 
a large body of information covering all aspects of the 
disease and its causative agent. The authors emphasize 
the prevalence of the condition, even in temperate 
climates, and stress the fact that the disease is all too 
seldom searched for. The literature has been thoroughly 
combed and the opinions of the authors are well docu- 
mented. There is a fairly large number of errors in 
the text. At times the presentation becomes diffuse and 
there is a good deal of redundancy. The chapter on 
therapy is a little confusing particularly in relation to 
the current status of emetine. 


On the whole this is a useful and extensive report 
on a rather neglected disease. 


ATLAS OF MEDICAL MYCOLOGY 


E. S. Moss, Director, Department of Pathology, 
Charity Hospital of Louisiana at New Orleans; 
Clinical Professor of Pathologzu, Louisiana State 
University School of Medicine: and A. L. 
McQuown, Pathologist, Our Lady of the Lake 
Sanitarium, Baton Rouge. Louisiana. 245 pp. 
illust. $9.00. Willioms & Wilkins Co.. Baltimore; 
Burns & MacEachern, Toronto, 1953. 


This well-printed atlas contains not only pictures as 
might be expected; the accomvanving texts deal with 
clinical pictures, x-ray diagnosis, laboratory diagnosis, 
mycologv. histology, treatment and prognosis of prac- 
tically all mycoses. As well as covering these more 
medical and mvcological aspects of the subject. this 
book also includes chapters ‘on the taxonomy of fungi, 
on methods, immunology, and contaminants, and offers a 
glossary of technical terms and a formulary. 

The clinical pictures given are very good, but, un- 
fortunately, the same can not be said of many of the 
numerous microgravhs, esvecially those of infected hairs 
in Fies, 166 and 167, which are incomnmlete and poor. 
In this respect, as in some others, the chapters on sys- 
temic infections are better dealt with than that on 
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dermatomycoses. Surprisingly, however, the atlas does 
not demonstrate any of the cultural appearances of the 
tissue-like phase of the fungi causing deep infections. 

In the atlas all cultures of fungi are described as 
grown on Sabouraud glucose agar, and Littman oxgall 
medium. There is no doubt that the latter has its merits 
for the purification of cultures, and in special cases, for 
the isolation of pathogenic fungi. However, the Littman 
medium has a strong morphogenetic effect on the organ- 
isms, and therefore, cultures grown on this medium are 
very difficult to recognize, especially for people with 
insufficient experience. F ermore, it delays. the ap- 
pearance of primary cultures from infected material; 
and in moniliasis, the number of cultures obtained on 
this medium is smaller than on Sabouraud’s which gives 
a wrong impression of the quantity of yeasts present in 
the specimen: The question may be raised, therefore, 
whether the authors have not overemphasized the use of 
this medium in medical mycology. 


In a future edition the mycological features should be 
more heavily stressed and the taxonomy of the Candida 
species brought up to date. It would be gratifying to 
see these corrections and perhaps a slightly wider selec- 
tion of micrographs, which would make this book a 
useful atlas of medical mycology. 


ATLAS OF TUMOR PATHOLOGY 


Reference is made to five volumes; namely, 
Tumors of the Thyroid Gland by S. Warren 
and W. Meissner, 97 pp. illust. $1.75; 
Tumors of the Parathyroid Glands by B. 
Castleman, 74 pp. illust. $0.65; Tumors of the 
Lower Respiratory Tract by A. A. Liebow, 189 
pp. illust. $1.25; Tumors of the Male Sex 
Organs by F. J. Dixon and R. A. Moore, 179 
pp. illust. $1.50; and Tumors of the Central 
Nervous System by J. W. Kernohan and GC. P. 
Sayre, 129 pp. illust. $0.90. Published by the 
Armed Forces Institute of Pathology, Washing- 
ton, D.C., 1958. 


The authors of each of these atlases, having had wide 
and varied experience in their respective fields, have 
produced __ well-illustrated and documented atlases 
designed primarily for the pathologist and the specialist 
in their respective fields. The numerous photographs 
illustrating gross and particularly the microscopic 
pathology are well chosen. The authors have made 
excellent use of their experience and that of others 
interested in their respective fields. This makes these 
atlases the most authoritative and up-to-date reviews 
seen by your reviewer. 


PEPTIC ULCER 


L. A. Smith, Assistant Professor of Medicine, 
Mayo Foundation; and A. B. Rivers, Late 
Associate Professor of Medicine, Mayo Founda- 
tion. 576 pp. illust. Appleton-Century-Crofts, 
Inc., New York, 1958. 


This book deals with the practical aspects of the diag- 
nosis and management of patients with ‘peptic ulcer. The 
authors have emphasized the significance of variations 
in the symptomatology and especially of the pain 
patterns as a result of complications of this condition. The 
site and histopathogenesis of the lesions are determined 
from a careful analysis of signs and symptoms. The 
treatment of peptic ulcer is well presented and reflects 
the authors’ wide experience and sound judgment. It 
should be noted, however, that the views expressed re- 
garding the high incidence of malignancy in apparently 
benign gastric ulcers are not accepted by all authorities. 
The discussion of massive hemorrhage is in some respects 
inadequate. The relative importance of peptic ulcer as a 
cause of hematemesis varies in different centres. In 
certain cases prompt endoscopic and radiological exam- 
ination may be of distinct value. in determining the 
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nature of the lesion and in directing the immediate 
management. These criticisms are of rather minor im- 
portance in a work of this nature and the book is highly 
recommended to all physicians and surgeons concerned 
with the problem of peptic ulcer. 


STRESS AND DISEASE 


H. G. Wolff, Professor of Medicine (Neur- 
ology), Cornell University Medical College; 
Attending Physician, New York Hospital, New 
York, N.Y. 199 pp. illust. $5.50. Charles C. 
Thomas, Springfeld, Illinois; The Ryerson 
Press, Toronto, 1953. 


This interesting and stimulating monograph is devoted 
to a development of the idea that disease is the outcome 
of attempts at homeostasis in which adaptive responses 
to noxious forces, whether physical or emotional, are 
inappropriate both in respect to kind and amount. The 
author assumes that there is a degree of predictability 
of reaction including protective patterns and illness for 
given individual types in specific circumstances, and that 
a conspicuous portion of man’s illnesses is a function of 
his goals, his methods of attainment and the conflicts 
they engender. Great use has been made of the author’s 
experimental material which has been gleaned under 
conditions designed to allow the measurement of bodily 
functions during exposure to traumatic experiences. The 
author presents a very convincing argument, even al- 
though in some details his conclusions may seem more 
sweeping than the data justifies. All who deal with pa- 
tients will find interest in this little book. 


MEDICAL HISTORY OF THE 
SECOND WORLD WAR 


Emergency Medical Services. Edited by Lieut. 
Colonel C. L. Dunn. Volume II, 492 pp. illust. 
ca Her Majesty’s Stationery Office, London, 


This volume, part of the fascinating history of the 
Emergency Medical Services, records some of the 
achievements and also the mistakes learned in the second 
world war. 

The first part of this book details the E.M.S. in 
Scotland and Northern Ireland. The larger part of this 
volume deals with the air-raids on industrial centres, in- 
cluding London. This will be particularly instructive to 
readers with no personal experience of civil defence in 
action. E.M.S. function is shown during periods of heavy 
attacks as well as in slack periods. Examples are given 
of every aspect of E.M.S. activity. These demonstrate 
that hospital casualty services, though important, are 
pases the easier part of civil defence. Liaison between 

ospital service and other parts of the civil defence 
organization was not always fully effective. Emphasis is 
ae on the paramount importance of such an efficient 
iaison. The great value of this book is that it places 
on record World War II experiences. The medical 
reader will readily see how the E.M.S. paved the way 
to much of the present National Health Service. 


NEUROPHYSIOLOGICAL BASIS OF MIND 


J. C._ Eccles, Professor of Physiology, the 
Australian National University, Canberra. 314 
pp. illust. $4.50. Oxford University Press, 
London, Toronto 2, 1953. 


This small volume, with its intriguing title, is based on 
lectures given at Magdalen College, Oxford in 1952 by 
one of Sir Charles Sherrington’s most distinguished pupils. 
J. C. Eccles is now Professor of Physiology at the 
Australian National University, Canberra, wat his made 
many important contributions to the fundamental know]- 

ge of nervous processes. As he states in his preface, 


these lectures cover “the whole field of Neurophysiology— 
the reactions of the single nerve or siaiols 


fibre and 
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reactions of the single neurone, the reactions of the 
simpler synaptic levels of the nervous system, the plastic 
reactions of the nervous system and the phenomena of 
learning, the reactions of the cerebral cortex, and finally 
the relationship of the brain to the mind”. This is an 
ambitious task indeed. The lectures are obviously pre- 
a for an audience of physiologists, and more particu- 
arly, neurophysiologists, and are detailed and technical 
in character. Most, if not all of the basic problems of 
neurophysiology are discussed with a wealth of detail 
and reference, and an amazing readiness to construct 
new hypotheses. ' 


One will find here a full discussion of the author's 
current thinking on electrical and chemical theories of 
synaptic transmission. He also open his well-known 
teeory of learning and memory based on the demon- 
stration of prolonged plastic changes at synapses. Pro- 
fessor Eccles has mentioned elsewhere how he was 
attracted to the study of the nervous system through a 
youthful interest in the mind-brain problem, and he 
devotes his final lecture to this topic. However, the 

hilosophical reader who turns to Chapter 8 will be 
dienpnointed if he expects an answer or even a clear re- 
statement of this age-old problem. The author gets in- 
volved in a confused dualistic discussion of mind-brain 
relationships, and even puts forward an “hypothesis of 
the mode of operation of ‘will’ on the cerebral cortex”. 
One concludes by wishing that he had kept strictly to 
neurophysiology, and omitted his final chapter! 


This book is a splendid summary of much basic re- 
search work in modern neurophysiology and should be 
in every medical library, but it is clearly intended for 
workers in this specialized field. 


BACTERIAL AND MYCOTIC 
INFECTIONS OF MAN 


Edited by R. J. Dubos, The _ Rockefeller 
Institute for Medical Research. 886 pp. illust. 
2nd ed. $7.50. J. B. Lippincott Company, 
Philadelphia, London, Montreal, 1952. . 


This excellent volume under the able editorship of R. J. 
Dubos, represents a reiteration of the basic principles of 
bacteriology from the pens of a panel of the continent’s 
leading experts. Through these leaders the student and 
the profession at large may read and keep abreast of the 
newer concepts of both bacteriology and mycology. There 
are but two chapters in the volume devoted to mycology, 
but Dr. Conent in this compressed space gives the 
reader a desire to explore further this expanding branch 
of science and to apply it in the diagnostic fields of 
medicine. 


This work will be a valuable addition to one’s medical 
workshelf. 


MODERN TRENDS IN UROLOGY 


Edited by E. W. Riches, President, British 
Association of Urological Surgeons (Home and 
Overseas); Surgeon and Urologist, The Middle- 
sex Hospital, London. 476 pp. illust., $15.00. 
— dx Co. (Canada) Ltd., Toronto, 
1953. 


In the foreword to this volume it is pointed out by 
Lord Webb-Johnson that it is not intended to be a 
comprehensive textbook. Rather, it deals with recent 
advances in urology, giving the latest teaching and views. 
It expresses the opinions of 36 different authors coverin 
the different seCtions of urology from the pone ; 
medical, physiological, and surgical aspects. Different 
opinions on debatable points, such as cnatiadle of prostat- 
ectomy, are expressed in an unbiased manner. It is quite 
evident that the different sections were written and sub- 
sequently revised immediately before publication, as this 
book is one of the few that has passed from editor to the 
reader while still “modern”. The book is recommended 
as a valuable contribution to urological literature. 
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You see that she is somewhat exophthalmic. You 
see also that she is overweight. Perhaps less 
apparent is an even more common clinical prob- 
lem: mental and emotional distress. Yet this distress 
either causes or complicates virtually every case 
you handle. You will find ‘Dexamyl’ of unique 
value in managing the mental and emotional dis- 
tress you see in your practice. ‘Dexamyl’ is a _ 
balanced combination of two mood-ameliorating 
components: 


1. ‘Dexedrine’ Sulfate —the antidepressant of 
choice—to lift the patient’s mood and provide a 
sense of well-being. 


2. Amobarbital (Lilly )—the sedative that elevates 
mood—to relieve nervousness, anxiety, and inner 
tension. 


Dexamyl’s two mood-ameliorating components 
work synergistically to provide a “normalizing” 
effect—free of the dulling effect of barbiturates; 
free of the excitation caused by stimulants. 
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NEW WORLDS AND OLD 


C. Singer. 178 pp. $3.25. William Heinemann 
Medical Books Ltd., London; British Book 
Service (Canada) Ltd., Toronto, 1951. 


No one in our time has done more to explain science 
to itself and to the world than Professor Singer, formerly 
Professor of the History of Medicine at Oxford, and now 
approaching his eightieth year. As medicine and science 
are becoming more conscious of their role in the world, 
it must be a source of deep satisfaction to Professor 
Singer to see that his life-long insistence on historical 
investigation in the biological sciences is being realized 
at its true worth. He has ban one who has provided us 
with works of high authority to which men can now 
turn in their attempt to re-orient knowledge and to 
integrate science and the humanities. 

The papers in this little volume, thirteen in number, 
are written in Singer’s easy style, the result of a complete 
command of his subject, and with the clarity of a writer 
who like Bertrand Russell is a master of exposition. 
They are a model for every one writing scientific 
English. The most interesting group of essays comprise 
Singer’s views on religion sank science in which he adds 
an informed and balanced opinion to the great debate 
which continues with increasing vigour in every field of 
thought. There is a most impressive and compact survey 
of Greek and Roman medicine, an engaging estimate of 
Galen in the light of modern medicine, and an apprecia- 
tion of a forgotten Scots physician, Francis Adams of 
Banchory who died in 1861 and who combined in a 
unique way scholarship with country medical practice. 

Charles Singer is one of the few great medical 
humanists of our time. These essays illustrate his claim 
to that title and illuminate the dominions of medicine and 
of science. 


THE GOLD-HEADED CANE 


W. MacMichael. 186 pp. illust., 6th ed. $7.25. 
Charles C. Thomas, Springfield, Iil.; The 
Ryerson Press, Toronto, 1953. 


The publication of this volume by the House of Thomas 
which has already placed the medical profession so 
deeply in its debt is an occasion for rejoicing with a full 
flourish of trumpets or of stethoscopes and scalpels or for 
whatever ritual that best expresses an event of profes- 
sional significance. MacMichael’s medical classic first 
published in 1827 once more makes its bow—its seventh 
appearance—to a generation of students and physicians 
fighting a battle in the hazards of the modern world 
against the imminent ruin of their vascular and nervous 
systems, and grievously in need of being recalled to the 
example of the spacious days when medicine was one 
of the learned professions and directed itself to culture 
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of the mind. The happy collaboration of the publisher 
who has provided a magnificent format, of Dr. Kerr, the 
medical humanist who has related the Cane in inspired 
fashion to the practices of his medical school and_of 
Dr. Waring who has provided a noble blessing, has 
provided us with a volume that should. uplift the spirit of 
every medical man and give him a good conceit of him- 
self and of his profession. 

The Gold-Headed Cane is much more than a superb 
history of the medical life of the eighteenth centur 
and a fascinating portrait gallery of Radcliffe, Mead, 
Askew, the Pitcairns, Baillie and their bewigged con- 
temporaries. It is a magic distillation of the spirit of 
medicine, containing the humour, the earthiness, the 
drama and the romance of one of the high callings of 
mankind. It is a book that everyone in the medical world 
should at least browse through once a year for the good 
of his soul no less than for the benefit of the souls and 
bodies of his patients. 

The present text has been based on Peachey’s fifth 
edition which in turn followed closely the original 
author’s second edition and has retained Peachey’s fine 
illuminating introduction. On every count this is a 
triumph of medical book-making and all concerned in its 
production have earned our congratulations and thanks. 
And as for the Cane itself honorably reposing in the 
Museum of the Royal College of Physicians in old London 
and once more at peace after being disturbed by Hitler’s 
bombs—it will assuredly take on a deeper golden glow 
of pride. 


DISEASES OF THE HEART AND 
CIRCULATION 


P. Wood, Director, Institute of Cardiology, 
London; Physician, National Heart Hospital. 
589 pp. illust., 3rd impression. $14.00. Eyre & 
Spottiswoode, London W.C. 2; McClelland & 
Stewart Ltd., Toronto 13, 1953. 


This book has been written for graduates primarily inter- 
ested in clinical cardiology with particular emphasis on 
maintaining a proper balance between bedside medicine 
and special tests, between the practical and the aca- 
demic. To a large degree the author has succeeded in 
these ambitions. The clinical approach is excellent. The 
reader is clearly shown the fine points in physical diag- 
nosis of the different types of disease. The exposition on 
congenital heart disease is very well presented and in 
a short space eovers the subject well. The main criticism 
I would level at this book is inadequate discussion of 
mechanisms in the physiology of cardiac conditions. For 
instance in discussing mechanisms of congestive failure, 
the theory put forward by Stead and his group is not even 
mentioned. Therapy, at least as to its mode of action, is 
also somewhat inadequate. For instance, the actions of 
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LIVER EXTRACT INJECTABLE 
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Liver Extract Injectable provides a thoroughly dependable form of 
treatment. The preparation of highly purified extracts of liver has been a subject 
of research studies in laboratories and clinics of the University of Toronto for 


more than 20 years. 


An objective of these studies has been to retain in the extract the anti- 
anaemia factors of beef. liver and to eliminate therefrom other material which 
might be reaction-producing and which is not necessary for remission of the 


disease. 


The success of the studies is evidenced by the fact that a dose of Liver 
Extract Injectable “Connaught”, suitable for intramuscular administration once 


in each three-week period, contains less than seventy milligrams of organic solid. 


Liver Extract Injectable, 20 micrograms of Vitamin Biz per cc., 
derived solely from beef liver and tested clinically and by biological 
assay, is available from the Laboratories in 5-cc. and 10-cc. vials. 
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University of Toronto Toronto, Canada 
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digitalis are dismissed in a few lines and there is no 
description at all of how the mercurial diuretics act. 
A very practical question, the evaluation of cardiac pa- 
tients undergoing major surgery, is not even mentioned. 
However in spite of a few shortcomings this is a very 
readable and useful book. The illustrations are numerous 
and of high quality. It is a definite contribution to 
modern cardiology. 


DERMATOLOGY-ESSENTIALS OF 
DIAGNOSIS AND TREATMENT 


M. B. Sulzberger, Professor and Chairman, 
Department of Dermatology and Syphilology, 
New York University Post-Graduate Medical 
School; and J. Wolf, Associate Professor of 
Clinical Dermatology and Syphilology, New 
York University Post-Graduate Medical School. 
592 pp. illust. $10.00. Revised Edition. The 
Year Book Publishers Inc., Chicago; Burns & 
MacEachern, Toronto, 1952. 


This volume is a veritable gold mine of dermatological 
information for the specialist and for practitioners who 
have the dermatoses under their care. Doctors Sulzberger 
and Wolf have separated the dross from the gold and 
have given in a concise, clear style the diagnostic points 
coupled with the indicated therapeutic regimes covering 
practically all of the conditions met with in cutaneous 
medicine. The authors speak with authority and give the 
ete for and against the newer remedies which they 
ave evaluated after extensive clinical trial. Larger works 
contain a greater amount of data, but this book, although 
condensed, does not suffer from a telegraphic style of 
writing. 
Dermatological Diagnosis and Therapy bids fair to be- 
come The Dermatologist’s Bible. 
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HANDBOOK OF DIET THERAPY 


Written and compiled by Dr. Turner. Revised 
Edition. 138 pp. $3.50. The University of 
Chicago, Illinois, 1952. 


This small book should be most useful to physicians. 
Unlike most books on diet, it does not deal with diseases 
and their treatment except in the case of diabetes, but 
begins by describing normal dietary requirements and 
then elaborates on its various modifications. It first defines 
briefly but clearly what are the basic requirements. The 
physical variations are disposed of first, and then caloric 
changes. The diabetic diets with the various food ex- 
change lists is the method followed. This is the diet that 
is being used so extensively now, and is the one recom- 
mended by the committee of the American Dietetic Asso- 
ciation in conjunction with the American Diabetic 
Association, and the Food and Nutrition Board of the 
National Research Council. The tables in the book, and 
in the appendix, are extensive, thorough and simple, and 
have been brought thoroughly up to date. This book is 
highly recommended for anyone having to do with diets. 


SYPHILITIC OPTIC ATROPHY 


W. L. Bruetsch, Clinical Professor of Neurology 
and Psychiatry, Indiana University School of 
Medicine, Clinical Director and Head of the 
Research Department, Central State Hospital, 
Indianapolis, Indiana. 138 e. illust. $5.50. 
Charles C. Thomas, Sprinake , Illinois; The 
Ryerson Press, Toronto, 1953. 


This excellent monograph contains the latest information 
on the pathogenesis, diagnosis and treatment of syphilitic 
optic atrophy. The prefix “primary” which presupposes 
a purely degenerative lesion has been dropped, as there 
is always a preliminary chronic inflammatory process, 
Slivead by a degeneration. Of all cases of optic atrophy 
19.3% are due to syphilis, 18% due to multiple sclerosis 
and 15.3% to intracranial tumours. Pathogenesis is well 
discussed with case reports to emphasize that the de- 
generation of the optic nerves is secondary to an inflam- 
matory reaction. The beginning of syphilitic optic 
atrophy takes place, mostly, in the intracranial portion 
of the optic nerves or in the chiasma, From here the 
inflammatory demyelinating process causes an atrophy 
which proceeds in both directions. 

Insidious onset of optic atrophy makes it essential to 
check every syphilitic patient for pupillary abnormalities, 
fundus changes and visual field changes. Optic atrophy 
is well advanced when subjective symptoms appear. 
Malaria therapy was the turning point in the successful 
treatment of syphilitic optic atrophy. Now penicillin 
therapy is thou oht to be as effective, if not more so than 
the somewhat dangerous malaria therapy. The abandon- 
ment of malaria or combined malaria-penicillin therapy 
for treatment of syphilitic optic atrophy in favour of peni- 
cillin therapy alone is being considered. 


INFECTIOUS MONONUCLEOSIS 


S. Leibowitz, Associate Physician, Beth Israel 
Hospital, New York. 163 pp. $5.75. Grune & 
Stratton, New York; The Ryerson Press, 
Toronto, 1953. 


It is disappointing to see the publication of a monograph 
which makes so little contribution to the clinical or 
hzematological knowledge of the disease dealt with. Dr. 
Leibowitz describes his observations on 25 cases of in- 
fectious mononucleosis which is indeed a meagre ex- 
perience with this relatively common condition. Ten 
ages are devoted to a discussion of involvement of the 
hot and of the central nervous system by infectious 
mononucleosis although the author’s series does not 
include an instance of either, while the astonishing state- 
ment is made that “despite the absence of clinical signs 
and symptoms referable to the heart it is probably ad- 
visable to perform electrocardiograms routinely ‘in all 
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Three of the leading 
British books on the 
Ear, Nose and Throat 


METHODS OF EXAMINATION IN EAR, 
NOSE and THROAT 


By W. G. Scott-Brown, C.V.O., M.D., B.Ch., 
F.R.C.S., Ear, Nose and Throat Surgeon, Royal 
Free Hospital, London. A practical up-to-date guide 
to the most efficient way of examining a patient’s nose, 
throat and ear by one of the leading specialists on the 
subject in Great Britain. General practitioners, pedia- 
tricians and those engaged in postgraduate work, will 
welcome this new book with its minute instructions in 
the methods of physical examination of this difficult 
region. Particular attention is paid to the complications 
involved in examining such areas as the larynx and the 
problems which may arise. 


100 pages, 94 illustrations. $3.75 delivered. 


MODERN TRENDS IN EAR, NOSE AND 
THROAT 


Edited by Maxwell Ellis, M.D., M.S., F.R.C.S., 
Surgeon to the Royal National Throat, Nose and 
Ear Hospital, London, Ear, Nose and Throat 
Surgeon to the Central Middlesex Hospital, 
London. Important and advancing subjects in the 


realm of ear, nose and throat work are presented in this * 


new work. Not only is recent progress in the more 
obscure conditions fully covered, but the book also 
deals with the most modern views on simple conditions, 
such as nasal catarrh, nasal infections and sinusitis. 
Advances in hearing aids and hearing tests are des- 
cribed, and there are sections on the somewhat neglected 
subject of physiotherapy in ear, nose and throat condi- 
tions and on the importance of upper respiratory tract 
infections in children. Surgical conditions are discussed 
where surgical technique has undergone significant 
modifications during the past few years, as in cancer 
of the larynx and cancer of the pharynx. 


355 pages, 50 illustrations. $13 delivered. 


DISEASES OF THE EAR, NOSE AND 
THROAT 


Edited by W. G. Scott-Brown, C.V.O., M.D., 
B.Ch., F.R.C.S. Ear, Nose and Throat Surgeon, 
Royal Free Hospital, London. 


“In two magnificent volumes, Dr. W. G. Scott-Brown has 
set a splendid standard by this new and complete work . . . 
a thorough and authoritative survey of all the recent 
advances, and a symposium which has the unusual 
advantage of being well-balanced.”” The Medical Officer. 


ae 


serve as a reference work for experts and should be in the 
hands of those reading for the higher examinations.” 
British Medical Journal. 
In 2 volumes. Vol. 1. 756 pages, 338 illustrations, 19 
colour plates. Vol. 2. 639 pages, 260 illustrations, 8 
colour plates. $33.50 delivered. 


Ask for a copy to be sent 
on approval 











BUTTERWORTH & Co. (CANADA) LTD. 
1367 Danforth Ave., 


Toronto, Ont. 








Canad. M. A. J. 
April 1954, vol. 70 


cases of infectious mononucleosis. If abnormalities are 
found the treatment of the individual patient should 
include extended restriction of activity and_ tracings 
should be taken repeatedly until abnormalities have dis- 
appeared or a stationary record is obtained.” Considerable 
attention is devoted to a discussion of the hepatitis which 
is associated with infectious mononucleosis. The author's 
cases were not subjected to liver biopsy which might have 
contributed to the knowledge of the condition. 

No studies as to the cause of the disease were under- 
taken. Most readers will not be impressed by what Dr. 
Leibowitz refers to as three clinical “clues” to the etio- 
logical factors in the disease. Some discussion revolves 
around the atypical lymphocyte but the monograph 
does not contain a description of the cell nor is there 
any illustrative material. The observations on eosino- 
philia were not supported by total eosinophil counts. The 
series is too small to form a basis for judging the effects 
of antibiotics and other therapy. 

This monograph represents a partial review of the 
literature on infectious mononucleosis. Its value would 
appear to depend entirely on this fact. 


THE PRINCIPLES OF NEUROLOGICAL 
SURGERY 


L. Davis, Professor of Surgery and Chairman 
of the Division of Surgery, Northwestern Uni- 
a Medical School, Chicago, Illinois. 544 
pp. illust. 4th ed. $9.35. Lea & Febiger, Phila- 
delphia; The Macmillan Company of Canada, 
Toronto, 1953. 


The fourth edition of this excellent general text on neuro- 
surgery has been extensively revised. Additions to the 
text have brought the book thoroughly up to date. The 
most valuable portions are still the author’s experienced 
and sage general advice about the standard problems, 
like brain and spinal cord tumours, or trigeminal neur- 
algia. His special interest, e.g., peripheral nerve injuries, 
receive disproportionate attention. On the whole a fair 
balance is maintained, and a surprising amount of 
clearly stated information covering every field of neuro- 
surgery can be found. The book is well indexed and 
there are plenty of references. It is highly recommended 
for the medical libraries of small hospitals, for general 
practitioners, and for medical students. 


PRACTICAL BLOOD GROUPING 
METHODS 


R. L. Wall, Department of Research Medicine, 
The Ohio State University Hospital, Columbus, 
Ohio. 175 pp. $6.00. Charles C, Thomas, 
Springfield, Illinois; The Ryerson Press, To- 
ronto, 1952. 


This small book presents in a rather superficial way 
methods utilized for blood grouping. The author's 
handling of some of the subjects is far from authoritative. 
The description of the antiglobulin test is not. too well 
done, nor is the discussion of the Rh nomenclature suffi- 
ciently adequate. There is a very brief chapter on recent 
advances. The book has very few tables and no figures. 
On the whole the subject is covered in no more detail 
than that found in some of the better texts on clinical 
pathology. ; 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also-be made in later issues. 


Abstracts on Military and Aviation Ophthalmology and 
Visual Scieaces. C. Berens, Professor of Clinical Ophthalmology, 
New York University; Executive Ophthalmic Surgeon, Patholo- 
gist and Director of Research, New York Eye & Ear Infirmary; 
Consultant in Ophthalmology to the Surgeon General, United 
States Air Force; and L. B. Sheppard, Assistant Professor of 
Ophthalmology, Medical College of Virginia; Consultant in 
Ophthalmology, Veterans Administration Hospital. Vol. I, 539 
pp.; Vol. II, 425 pp., $20.00 per volume. Volume III in prepara- 
tion. Subsequent Volumes will be published bi-annually. The 
‘iological Sciences Foundation, Ltd., Washington 7, D.C., 1953. 


Aportacion de Laescuela Espanola a La Tecnica Endobron- 
quial. S. Garcia-Vincente. 43 pp. Dr. S. Garcia-Vincente, Paséo 
de la Castellana, 78, Madrid (Espana), 1953. 


Electrical Methods of Blood-Pressure Recording. F. W. Boble, 
National Heart Institute, National Institutes of Health, Public 
Health Service, Federal Security Agency, Bethesda, Maryland. 
56 pp. Illust. $3.25. Charles C. Thomas, Springfield, [ll.; The 
Ryerson Press, Toronto, 1953. 


Regional Block. D. C. Moore, Director, Department of Anzs- 
thesiology, Mason Clinic, Chief of Anesthesia, Virginia Mason 
tiospital, Seattle, Washington. 373 pp. Illust. $12.00.. Charles C. 
Yhomas, Springfield, Ill.; The Ryerson Press, Toronto, 1953. 


Clinical Roentgenology. Volume I. Developmental and Sys- 
‘emie Conditions and Local Lesions in the Extremities. A, A. de 
Lorimier, Radiologist, Saint Francis Memorial Hospital, San 

ranciseo, California; H. G. Moehring, Radiologist, Duluth 
Clinic, Duluth, Minnesota. Formerly, Director, The Army School 
of Roentgenology; and J. R. Hannan, Radiologist, Cleveland, 
Ohio, Radiologist, Lake County Memorial Hospital, Painesville, 
Ohio. 480 pp. Illust. $20.50. Charles C. Thomas, Springfield, I11.; 
The Ryerson Press, Toronto, 1954. 


Lesions of the Lumbar Intervertebral Disc. R. G. Spurling, 
Clinical Professor of Surgery (Neurosurgery), University of 
{,ouisville School of Medicine, Louisville, Kentucky. 148 pp. 
illust. $5.25. Charles C. Thomas, Springfield, Ill.; The "Ryerson 
Press, Toronto, 1953. 


Salmonellz and Shigellz, A. J. Weil, Department of Bacteri- 
ology, The Bronx Hospital, New York; and I. Saphra, Depart- 
ment of Bacteriology, The Beth Israel Hospital, New York, 


N.Y. 247 pp. $8.50. Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1953. 
Diagnosis and Localization of Brain Tumors. G. E. Moore, 


Markle Scholar in Medical Science, Director, Roswell Park 
Memorial Institute, Associate Professor, Department of Surgery, 
Buffalo University School of Medicine, Buffalo, N.Y. 217 pp. 
itlust. $11.50. Charles C. Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1953. 


Pregnancy Wastage. Edited by E. T. Engle. 266 pp. Iilust. 
$9.25. Charles C. Thomas, Springfield, Ill.; The Ryerson Press, 
‘Toronto, 1953. 


Physiological Cardiology. A. Ruskin, Associate Professor of 
Internal Medicine, University of Texas, Medical Branch, Galves- 
ion, Texas. 370 pp. Illust. $8.75. Charles C. Thomas, Springfield, 
ill.; The Ryerson Press, Toronto, 1953. 


Physiological Methods in Clinical Practice. W. S. Middleton, 
Department of Medicine, University of Wisconsin Medical 
School, Madison, Wisconsin. 40 pp. $1.25. Charles C. Thomas, 
Springfield, Ill.; The Ryerson Press, Toronto, 1954. 


The Size and Growth of Tissue Cells. J. G. Hoffman, Director 
of Cancer Research, Roswell Park Memorial Institute, Research 
Professor of Biophysics, School of Medicine, University of 
Buffalo. 97 pp. Illust. $4.50. Charles C. Thomas, Springfield, Il: 
The Ryerson Press, Toronto, 1953. 


The Adaptive Chin. E. L. DuBrul, Assistant Professor in 
Charge of Oral Anatomy, College of Dentistry, University of 
{llinois, Chicago; and H. Sicher, Professor of Anatomy and 
Head of Department, Loyola University School of Dentistry, 
Guest Lecturer, Northwestern University Dental School, 
Chicago, Illinois. 97 pp. Illust. $3.75. Charles C. Thomas, Spring- 
tield, Ill.; The Ryerson Press, Toronto, 1954. 


The Hypertensive Disorders of Pregnancy. E. W. Page, As- 
sociate Professor Obstetrics and Gynecology, University of 
California School of Medicine, San Francisco, California. 120 
pp. $4.25. Charles C. Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1953. 


Resuscitation of the Newborn, J. D. Russ, Assistant Profes- 
sor of Pediatrics, Tulane University School of Medicine, Senior 
Peediatrician Touro Infirmary, New Orleans, Louisiana. 55 pp. 
tllust. $2.75. Charles C, Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1953. 


Treatment of Toxic Goiter with Radioactive lodine. L. Seed, 
Director, Isotope Laboratory, Grant Hospital, Clinical Associate 
Professor of Surgery, College of Medicine, University of Illinois; 
and T. Fields, Assistant Director, Radioisotope Laboratory, 
Hines Hospital. 116 pp. Illust. $4.25. Charles C. Thomas, 


Springfield, Ill.; The Ryerson Press, Toronto, 1953. 
: Continued on page 70 
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YEARBOOK 1954 


Edited by Sir Cecil Wakeley, Bt., K.B.E., C.B., 
LL.D.,.M.Ch., D.Sc., F.R.C.S., F.R.S:E., F.R.S.A., 


F.A.C.S., F.R.A.C.S. 
352 pages, 69 illustrations. 1954. Price $3.60. 


Specially designed to keep the practitioner informed 
on the practical application of the latest research. 
It provides the latest accepted method of diagnosis 
and treatment. 


FORENSIC MEDICINE 


By Douglas J. A. Kerr, M.D., F.R.C.P.E., D.P.H., 
Regius Professor of Forensic Medicine, University of 
Edinburgh. 


Fifth Edition,, 1954. 361 pages, 63 illustrations. 
Price $4.75. 


The entire text of this well established book has been 
reviewed and brought up to date, and the statistics 
revised. The author has included a new chapter 
giving a brief historical outline of the subject. 


THE MACMILLAN COMPANY OF CANADA LIMITED 
70 Bond Street ° Toronto 2, Ontario 
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MEDICAL PUBLICATIONS 


MEDICAL TREATMENT OF DISEASE 


By H. A. Curist1an, D. G. Frienp, and M. A. 
ScHNITKER. Loose-Leaf Format for simplified 
future revisions. 985 pp. $26.25 


NEW YORK ACADEMY OF MEDICINE 
SECTION ON MICROBOLOGY 


Symposium Number Six 
THE EFFECT OF ACTH AND COR- 
TISONE UPON INFECTION AND 
RESISTANCE 


Edited by GrecorY ScHWARTZMAN. 211 pp., 
with 59 half-tone plates, 19 text-figures, and 30 
tables. $5.75 


Symposium Number Seven 
STREPTOCOCCAL INFECTIONS 


Edited by Mactyn McCarty. 225 pp., with 2 
half-tone plates, 31 text-figures, and 37 plates. 
$5.25 
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should be addressed to the General Secretary’s office 
at 244 St. George Street, Toronto 5, Ontario. 
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they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. 
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possible. Whilst not necessarily a cause for rejection, 
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References: in the case of a journal arrange as follows: 
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and Surgeons of Canada 


ANNOUNCEMENT OF EXAMINATIONS 


Examinations are held for the Fellowship in 
Medicine and the Fellowship in Surgery, and for 
the Certificate in the approved medical and surgical 
specialties. 


Applications for the 1954 Examinations will be 
received until April 30, 1954. 


Regulations and Requirements of Graduate Train- 
ing relating to the Examinations, as revised May 
1951, application forms, lists of approved hospitals 
in Canada, and assessment of training application 
forms, may be obtained from: 


The Honorary Secretary 
The Reyal College of Physicians and Surgeons of Canada 
150 Metcalfe Street, Ottawa, Canada. 
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CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian .Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 


Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. 


If a box number is requested, there will be an 


additional charge of 50c on the first advertisement 
to cover postage and handling charges. 





NOTICE.—THE DEFENCE RESEARCH BOARD REQUIRES 
GRADUATES IN MEDICINE OR VETERINARY MEDICINE 
for post-graduate training in bacteriology. Applications are in- 
vited from Canadian citizens or British subjects who are gradu- 
ates in either medicine or veterinary medicine- and who have 
had some internship or post-graduate training. Successful appli- 
cants will undertake three years of post-graduate training in 
bacteriology and immunology preferably leading to the Ph.D 
degree, At the discretion of the Board, the first year may be 
spent at a designated mere: and the remaining two years 
may be spent at a research laboratory. The first year will be 
probationary. The starting salary of $3,000 per annum may be 
increased during the second and third years to $4,000 and $5,000. 
At the discretion of the Board, successful applicants must 
remain with it for at least one year following the three years’ 
training. In the Board’s establishments, modern well-equipped 
laboratories provide excellent facilities and working conditions 
for the individual scientist. Superannuation and medical-hospital 
insurance plans are in effect. Liberal provision is made for 
vacation and sick leave. Excellent opportunities are presented 
for keeping abreast of latest developments and for broadening 
knowledge and experience through contact with leading scientists 
in Canada, the United States and the United Kingdom and 
through participation in programmes involving joint endeavours. 
To obtain applicatior forms write to Director of Research 
Personnel, Defence Research Board, Department of National 
Defence, ‘‘A’’ Building, Ottawa, Ontario, Canada. Please quote 
— number 54-DRKL-1. This competition closes August 





NOTICE.—Applications will be received for the residency in 
obstetrics and gynzecology at the Royal Alexandra Hospital, 


Edmonton, up to April 30, 1954. This service is available to. 


those who have had two years’ post-graduate training, one year 
of which must be in obstetrics and gynecology. There are ap- 
proximately 350 deliveries per month and there are 40 gynzco- 
logical beds. The salary is $125.00 per month, plus maintenance. 
The service commences July 1, 1954. Apply to Superintendent, 
Royal Alexandra Hospital, Edmonton. 





NOTICE.—THE RESEARCH INSTITUTE OF THE HOS- 
PITAL FOR SICK CHILDREN, TORONTO, CANADA. RE- 
SEARCH FELLOWSHIP IN NEUROLOGY. Applications invited 
from medical graduates (male or female) with training in 
pediatrics or neurology. Duties will consist chiefly of investiga- 
tion of convulsive disorders in young children by clinical and 
laboratory methods, under the direction of Dr. J. S. Prichard. 


Post vacant May 1, 1954. Salary $5,000. Preference given to. 


persons prepared to work for a two-year period. Applications, 
with names and addresses of two referees to be submitted im- 
mediately to Dr. A. J, Rhodes, Director, The Research Institute, 
Fa — for Sick Children, 555 University Avenue, Toronto, 
Sanada. 





EXCHANGE HOSPITALITY.—U.K. specialist, 50 and adapt- 
able, formerly resident in Canada but now living in London, 
seeks or at Barrie, Ont., in July while visiting his son 
in summer training at Borden. In return he and his family, 
including 18 year old daughter, offer hospitality to a Canadian 
youngster in their London house any time. Dr. and'‘Mrs. Ling, 
3 Paultons Square, Chelsea, London S.W. 3, England. 





WANTED TO BUY.—Hasslinger Bronchoscope in. usable 
condition. Reply to Box 872, Canadian Medical Association 
Journal, 3640 University: Street, Montreal. 





FOR RENT.—Medical office at 948 Main Street East, Hamil- 
ton, Ontario. Has common waiting room with, dermatologist, 
excellent location for another specialist. Apply Dr. L. a 
Williamson, at above address. i 





FOR RENT.—Spacious office suitable for certified pedia- 
trician, in Guelph, Ontario, a city now without a pediatrician, 
and with excellent hospital facilities. Apply to Box 788, Canadian 
ae Association Journal, 3640 University Street, - Montreal, 

ue. ' oe res 





FOR SALE.—Established medical office for:2! years, located . 


in the most busy street in a flourishing city in Ontario. Apply to 


Box '790, Canadian Medical Association Journal, 3640 University 


Street, Montreal, Que. 
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PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


or other specific therapy. 


esnhtuie ind Manibilainee’ dus veitiaeit MERCK & CO. Limitrep 


trade-marks of Nepera Chemical Co., Inc., Manufacturing Chemists 


Merck & Ce. Limited, sole distributor in Canada. MONTREAL - TORONTO - VANCOUVER - VALLEYFIELD 





o2 


Vhinty Years rege... 


From the Journal of April, 1924 
THE WINDSOR OUTBREAK OF SMALLPOX 


“The recent epidemic of smallpox in Windsor and _ its 
vicinity has been of a particularly virulent type. The facts 
concerning the epidemic are briefly as follows: A mild epidemic 
of smallpox had been present in Detroit for the past three or 
four months. Owing to the proximity of the Border Cities it 
was inevitable that cases of smallpox should appear in Windsor 
and other neighbouring municipalities in Ontario. Some cases 
developed as expected in the Border Cities, but they were of 
a mild character, occasioned no alarm, and were promptly 
dealt with by the Health Department. An epidemic of malig- 
nant smallpox, however, broke out in Windsor about the 
middle of February, following the death of a man suffering 
from an irregular type of hemorrhagic smallpox. This man 
during his illness, was seen by several medical men of the 
highest reputation, but no one believed that the patient was 
suffering from a communicable disease. During his illness the 
man was visited by many friends and rélatives and when 
death occurred his funeral was very largely attended. It was 
only when cases occurred in persons who had been in contact 
with this man that the diagnosis of smallpox was definitely 
made. These cases were of a particularly virulent and irregular 
tvpe.” 


SURGERY AND SURGEONS 


“To the Editor: 


A short time ago a*marked copy of Harper's Magazine con- 
taining an article entitled “The New Control of Surgeons’ was 
sent to every Fellow of the American College of Surgeons in 
this locality, and presumably throughout both the United States 
and Canada. The said article condemned in a general way 
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the present state of surgery, and extolled the rescue work 
undertaken by the American College of Surgeons. It has 
given rise to much surprise in our district, and surmises are 
rife as to whether the author may not be a member, or per- 
haps an official of the college. The writer makes very broad 
statements and accusations, which to the members of the 
College in Canada do not appear to be warranted. The state- 
ment that surgeons generally are in the habit of splitting fees 
is, so far as I know, a falsehood, as regards Canadian Surgeons, 
There may be black sheep in every flock. There may be fee 
splitters under the wing a the American College of Surgeons, 
but that this holds true generally I do not believe, and, made 
in such a public way, I regard the statement as a most danger- 
ous generalization. I regard the whole of this article as a 
most exaggerated and unfair accusation, and am surprised to 
think that such a maligning of the profession should be 
allowed to appear in a respectable journal like Harper's 
Magazine. While I speak in this way of this, in my opinion, 
most unjust article, I desire on the other hand to recognize 
that the American College of Surgeons has rendered, and is 
rendering, valuable services to the profession and to the com- 
munity in general by insisting upon higher standards, on care- 
ful note taking, and emphasizing the necessity for an improve- 
ment in many of the smaller hospitals by increasing their 
laboratory equipments. 
Eug. St. Jacques, 
Prof. of Clinical Surgery, 


University of Montreal.” 


Nova Scotia NEws 


“A suggestion for the diagnostician in distress is contained 
in the following excerpt from a news item relative to a dis- 
abled steamer which was recently towed into Halifax Harbour: 
‘Only one passenger is aboard the Poland. This passenger is a 
woman belonging to New York, who is on her way to Europe. 
It is understood that she is suffering from illness brought on 
by her rough experience. A survey was held yesterday and a 
diver will go down this morning to learn if her sternpost or 


>>> 


rudder is damaged’. 


NEw BRUNSWICK NEws 


“The question of fee-splitting may soon have to be con- 
sidered in one of the Saint John standardized hospitals but as 
with chiropractors it is difficult to secure absolute proof of 
the alle a financial dealings. The doctor concerned in these 
unethical proceedings has signed the promise to abide by the 
rules of standardization and if there be any truth in the 
rumours re division of fees, it is hoped that he will realize 
the importance of keeping his pledge and will in future observe 
the spirit as well as the letter of the law.” 


“It is too bad that we have not any means of disciplining 
those of the profession who split fees, encourage chiropractors, 
and are unethical in their charges and general intercourse with 
the public. We are far too easy going. In no other organiza- 
tion’ would a member be dew to flout the rules with im- 
punity. Such men usually play a lone game and are immune 
to professional ostracism. The only way to impress them is 
through the pocketbook and how to do that effectively is not 
apparent.” 


British COLUMBIA NEws 


“Perhaps the most important matter under the consideration 
of the B.C. Medical Association at present is “Health Insur- 
ance”, and whilst of course, no definite steps have been, or 
can be taken, work is proceeding and progress is being made. 
A committee has been appointed to consider how best to 
obtain the views of other organizations in this subject. This 
committee contemplates inviting members of labour and other 
organizations to a conference when the whole matter will be 
discussed.” 
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Books Received 


Chronic iliac Pain in Women. H. B. Atlee, Head of the 
Department of Obstetrics and Gynecology, Dalhousie University, 
Halifax, N.S: 65 pp. Illust. $2.50. Charles C. Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1954. 


Michael Servetus. C. D. O'Malley. 208 pp, 
Philosophical Society, Philadelphia, 1953. 


$3.00. American 


Medical History of The Second World War.—Surgery. Edited 
by Sir Z. Cope. (History of the Second World War, United 
Kingdom Medical Series, Editor-in-Chief, Sir A. S. MacNalty). 
772 pp. Illust. 80s. Her Majesty’ s Stationery Office, London, 1953. 


The Pharmaceutical Pocket Book. Published by direction of 
the Council of the Pharmaceutical Society of Great Britain. 422 
pp. 16 ed., 18s. 6d. The Pharmaceutical Press, London, 1953. 


Textbook of Physiology. C. E. Stackpole, Formerly Associate 
in Biology, Teachers College, Columbia University; and L. C. 
Leavell, Associate Professor in Nursing Education, Teachers 
College, Columbia University. 418 pp. Illust. $5.00. The Macmillan 
Company of Canada Ltd., Toronto 2, 1953. 


Clinical Chemical Pathology. C. H. Gray, Professor of Chemi- 
cal Pathology, University of London; Chemical Pathologist, 
King’s College Hospital, London. 138 pp. Lllust. $1.80. Edward 
Arnold & Co., London; The Macmillan Company of Canada 
Ltd., Toronto 2, 1953. 

Salt and The Heart. E. T. Yorke, Attending Cardiologist, 
Alexian Brothers Hospital; Associate Cardiologist, St: Elizabeth 
Hospital, Dispensary Physician, Elizabeth General Hospital, 
Elizabeth, N.J. 83 pp. Illust, $3.45. Drapkin Books, Linden, N.J., 
1953. 


/ 


Facial Deformities and Plastic Surgery. F. C. MacGregor 
and others. 230 pp. Illust. $6.25. Charles.C. Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1953. 


Natural History of Infectious Disease. Sir MacF. Burnet, 
Director of the Walter and Eliza Hall Institute, Melbourne. 
356 pp. $3.85, 2nd ed. Cambridge University Press, Cambridge; 
The Macmillan Company of Canada Ltd., Toronto 2, 1953. 


Ulcerative Colitis and its Surgical Treatment. B. N. Brooke, 
Reader in Surgery, University of Birmingham, Examiner in 
Surgery, University of Birmingham. 147 pp. Illust. $6.35. En & 
S. Livingstone Ltd., Edinburgh and London, The Macmillan 
Company of Canada Ltd., Toronto 2, 1954. 


The Thyroid T. Levitt, Hunterian Professor of the Royal 
College of Surgeons of England; Lecturer in Surgery to the 
Fellowship of Post-graduate Medicine at the New End Hospital, 
Hampstead, London. 606 pp. Illust. $17.90. E. & S. Livingstone 
Ltd., Edinburgh and London; The Macmillan Company of 
Canada Ltd., Toronto 2, 1954. 


Nash’s Surgical Physiology. Edited by B. Blades, Professor 
of Surgery, The George Washington University School of Medi- 
cine. 686 pp. Illust. $13.'75, 2nd ed. Charles C. Thomas, Spring- 
field, Ill.; The Ryerson Press,~ Toronto, 1953. 


The Practical Management of Diabetes, E. Tolstoi, Associate 
Professor of Clinical Medicine, Cornell University Medical 
College; Attending Physician and Chief, Diabetic Hospital, The 
New York Hospital. 93 pp. $3.50. Charles C. Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1953. 


Metabolic and Toxic Diseases of the Nervous System. Edited 
by H. H. Merritt, and C. C. Hare. 604 pp. illust., $10.00. Vol. 
XXXII, The Williams & Wilkins Co., Baltimore; Burns & 
MacEachern, Toronto 2, 1953. 


Mammalian Germ Cells. A. Ciba Foundation Symposium. 
Edited by G. E. W. Wolstenholme, 302 pp. illust., $6.00. J. & A. 
Churchill Ltd., London W.1; British Book Service (Canada) 
Ltd., Toronto 6, 1953. 


Disorders of the Blood. Sir Lionel E. H. Whitby, Regius 
Professor of Physic in the University of Cambridge; and C. J. 
C. Britton, Physician and Heematologist to the Prince,of Wales’s 
Hospital, London. 856 pp. illust., 7th ed. $12.75. J. & A. 
Churchill Ltd., London W.1; British Book Service (Canada) 
Ltd., Toronto 6, 1953. 


Music Therapy. Edited by E. Podolsky, Department of 
Psychiatry, Kings County Hospital, Brooklyn, N.Y. 335 pp. 
illust., $6.00. Philosophical Library, New York, 1954. : 


Epilepsy and the Functional Anatomy of the Human Brain. 
W. Penfield, and H. Jasper. 896 pp. illust., $16.00, Little, Brown 
and Company, (Canada) Ltd., Toronto 13, 1954. 


Cell Chemistry. Edited by D. Burke. 362 pp. 
The Elsevier Press, Houston, Texas, 1953. 


Connective Tissues. Edited by C. Ragan, Associate Professor 
of Medicine, Columbia University. 197 p. illust., $3.75. Sponsored 
by the Josiah Macy, Jr. Foundation, New York, 1953. 


Administrative Medicine. Edited by G. S. Stevenson, Medical 
Director, National Association for Mental Health, New York. 


176 pp. illust., $3.00. Sponsored by the Josiah Macy, Jr. Founda- 
tion, New York, 1953. 


The Chest. A Handbook of Roentgen Diagnosis. L. G. Rigler, 
Professor and Chief, Department of Radiology, University of 
Minnesota. 380 pp. illust., 2nd ed., $8:00. The Year Book 
oe Inc., Chicago; Burns & MacEachern, Toronto 2, 


illust., $7.50. 
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Frontal Lobes and Schizophrenia. Edited by M. Greenblatt, 
Assistant Clinical Professor in Psychiatry, Harvard Medical 
School; and H. C. Solomon, Professor of Psychiatry, Harvard 
Medical School. 425 pp. illust., $12.50. Springer Publishing 
cated Inc., New York; Burns & MacEachern, Toronto 2, 


Parsons’ Diseases of the Eye. Sir Stewart Duke-Elder, 
Surgeon-Oculist to the Queen; Director of Research Institute of 
Ophthalmology, University of London. 606 pp. illust., 12th ed., 
$8.50. J. & A. Churchill Ltd., London, W.1.; British Book 
Service (Canada) Ltd., Toronto 6, 1954. 


Breaking Patterns of Defeat. R: L. Jenkins, Chief of Psy- 
chiatric Research, Psychiatry and Neuroiogy Service, Veterans 
Administration, Washington, D.C. 270 pp. illust., $6.75. J. B. 
Lippincott Company, Montreal, 1954. 


Manic-Depressive Disease. J. D. Campbell, 
American Board Psychiatry and Neurology. 
$6.75. J. B. Lippincott Company, Montreal, 1953. 


Diplomate, 
403 pp. illust., 


Understanding the Japanese Mind. J. C. Moloney. 252 pp., 
$3.50. Philosophical Library, New York, 1954. 


An Rh-Hr. Syilabus. Modern Medical Monographs No. 9. A. 
S. Wiener, Senior Bacteriologist (Serology) to the Office of the 
Chief Medical Examiner of New York City; Assistant Pro- 
fessor, Department of Forensic Medicine, New York University 
Postgraduate Medical School. 82 pp. illust., $4.25. Grune & 
Stratton, New York, The Ryerson Press, Torono, 1954. 


Acute Pulmonary Edema. Modern Medical Monograhs No. 10. 
M. D. Altschule, Assistant Professor of Medicine, Harvard 
Medical School, 68 pp., $3.75. Grune & Stratton, New York; The 
Ryerson Press, Toronto, 1954. 


Prematurity, Congenital Malformation and Birth Injury. 
Proceedings of a Conference Sponsored by Association for the 
Aid of Crippled Children, June 5 and 6, 1952. 255 pp. illust., 


+ Y. aa a for the Aid of Crippled Children, New York 17, 


Manuel Pratique de Vaccination par le B.C.G. R, Mande, 
Médecin des H6pitaux de Paris. 200 pp. illust.,950 fr. Le Centre 
International de |l’Enfance, Paris, 1954. 


Clinical Endocrinology. K. E, Paschkis, Associate Professor 
of Medicine, Director of the Division of Endocrine and Cancer 
Research, Jefferson Medical College; A. E. Rakoff, Clinical 
Professor of Obstetrics and Gynecologic Endocrinology, Jefferson 
Medical College; and A. Cantarow, Professor of Biochemistry, 
Jefferson Medical College. 830 pp. illust. $16.00. Paul B. Hoeber, 
Inec., New York 16, 1954. 


Atlas of Exfoliative Cytology. G. N. Papanicolaou, Clinical 
Professor of Anatomy Emeritus, Cornell University Medical 
College, $18.00. Published for the Commonwealth Fund by 
Harvard University Press, Cambridge, Mass., 1954. 


The Bible and Modern Medicine. A, R. Short, Emeritus Pro- 
fessor of Surgery, University of Bristol. 142 pp. 6/-. The Pater- 
noster Press, London, W.C.1, 1953. 


Kinsey’s Myth of Female Sexuality. E. Bergler, Formerly 
Assistant Director of the Freud-Clinic in Vienna and Lecturer 
at the New York Psychoanalytic Institute; and W. S. Kroger, 
Associate Clinical Professor of Gynecology, Chicago Medical 
School. 200 pp. $4.00. Grune & Stratton, New York; The Ryer- 
son Press, Toronto, 1954. 


Hypnotherapy in Clinical Psychiatry. H. Rosen. 313 pp. $5.75. 
The Julian Press, Inc., New York; The Copp Clark Co. Ltd., 
Toronto, 1953. : 


Bacteriology for Medical Students and Practitioners. A. D. 
Gardner, Regius Professor of Medicine, Oxford Student of Christ 
Church, one time Professor of Bacteriology and Fellow of 
University College, Oxford. 271 pp. illust., 4th ed. $2.00. Oxford 
University Press, Toronto, 1953. 


Pharmacology. J. H. Gaddum, Professor of Pharmacolo in 
the University of Edinburgh. 562 pp. illust. 4th ed. $5.25. 
Oxford University Press, Toronto, 1953. 


Medical History of the Second World War. The Royal Naval 
Medieal Service. Edited by J. L. S. Coulter. Vol. I, 512 pp. 50s. 
Her Majesty’s Stationery Office, London E. C. I, 1954. 


Methods of Examination in Ear, Nose and Throat, W. G. 
Scott-Brown, Ear, Nose and Throat ‘Surgeon, Royal Free Hospi- 


tal, London. 110 pp: illust. $3.75. Butterworth & Co. (Canada) 
Ltd., Toronto, 1954. 


Modern Trends in Diseases of the Ear, Nose and Throat, 
Edited by M. Ellis, Surgeon to the Royal National Throat, Nose 
and Ear Hospital, London. 471 pp. illust. $13.00. Butterworth & 
Co. (Canada) Ltd., Toronto, 1954. 


Cold Injury. Edited by M. I. Ferrer, Assistant Professor of 
Clinical Medicine, Columbia University College of Physicians 
and Surgeons, New York, 242 pp. illust. $4.00. Josiah Macy, Jr. 
Foundation, New York, i954. 


British Surgical Practice. Surgical Progress, 1953. Under the 
General Editorship of Sir Ernest Rock Carling, Consulting Sur- 


geon, Westminster Hospital, and Sir James Paterson Ross, 
Surgeon and Director of Surgical Clinical Unit, St. Bartholo- 
mew’s Hospital. 376 pp. illust. Butterworth & Co. (Canada) 
Ltd., Toronto, 1953. 
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Hypertension is a Daytime Disease 
...... butisol is a Daytime Sedative 





Referring to Butisol in the management of The gentle sedation of Butisol makes it 
many functional disorders and for the treat- possible to maintain a lowered basal blood 
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sociated with such conditions as hyperten- normal activities. 


sion, Dripps! states: “its greatest useful- 
1ess should be in the field of daytime 
sedation.”’ 

Control of the hypertensive patient 
throughout the day is admittedly difficult, 
but the type of sedation—‘“‘Intermediate 
Sedation” —provided by Butisol gives the 
effect you desire. 

“Sedation is sustained for approximately 
five or six hours.’’? Thus, Butisol is suited 
to the production of a mild and more con- , 
tinuous sedation than can be obtained wer 
the short-acting barbiturates. ; 
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is a forward step. It complemented the considerable in- 
crease in psychiatric services made available to the 
Ottawa area during the past five years such as the de- 
velopment of a very active psychiatric unit at the Ottawa 
General Hospital with wide expansion of outpatient 
activities at both the Ottawa General and Ottawa Civic 
Hospitals. 

Funds provided under the Mental Health Grant will 
assist in providing the services of a part-time neuro- 
pathologist, a neuropathological technician, as well as 
technical equipment. 


“CHICAGO—BURNT CHILD DIES 
DUE TO NEGLIGENCE” 


A news story of a transfer between hospitals, of 
death, and charges that this life would have been saved 
if proper care had been given. Few other facts were 
reported, there being no mention of degree or extent 
of burns. In your community and in mine our friends 
read this story and remembered vague and not so vague 
episodes concerning that hospital and this doctor. Much 
table conversation was afforded. 

How best may doctors handle such stories? 

There is no need to deny that something may be 
wrong. 

Be alert for attempts to draw you into hasty con- 
clusions. 

If enough facts are known to pass honest judgment, 
talk if you wish, but hesitate if you do not know all 
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the facts. Your statement that all the facts may not be 
known, that you and perhaps others cannot pass sound 
repnest upon partial evidence will cause many to’ 
withhold judgment. 


No effort is as important as your calm statement that 
all the facts must established before judgment is 
passed._From West Virginia State Med. Assoc. Pub. 
Relations Bull. 


We note that a new medical journal ’is to be published 
in India. This is The Journal of the Medical Profession: 
The publishers are Messrs. A. MacRae & Co., Bombay, 
and the Editor will be Dr. F. D. Bana, M.B., M.R.C.S. 
The publishers will welcome original articles and case 
reports. 


THE KIMBLE METHODOLOGY 
RESEARCH AWARD 


The Kimble Methodology Research Award of $500.00 
carries the following conditions. 


1. The candidate’s work to be considered for nomi- 
nation should be either: (a) A fundamental contribution 
which serves as a base line for development of diagnostic 
methods which fall within the province of the public 
health laboratory. (b) The adaptation of a fundamental 
contribution to make it of use in a diagnostic laboratory. 

2. The geographical area from which candidates for 
nomination are to be drawn should be the United States, 
its territories, and Canada. 

8. To be eligible for consideration for nomination in 
any year, the work should have been completed within 
the preceding five years; that is, work completed since 
January 1, 1949. 
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4. Consideration will be given to nominations only if 
they are covered by a reprint or a summary with bibli- 
ography, and a statement of the considerations which 
justified the recommendations of the study. 

5. Nominations received after May 15, 1954 will net 
be considered for the year 1954, but will be considered 
for nomination in 1955, providing the work is within the 
limits of the above Rule 3 effective during 1955. 

6. Nomination of a piece of work where there is more 
than one author is permissible. 

7. Send all nominations to: Alfred S. Lazarus>~Ph.D., 
Chairman, Nominating Committee, Kimble Award, School 
of Medicine, University of Washington, Seattle 5, 
Washington. 


FEDERAL HEALTH GRANTS 
FOR MANITOBA HOSPITALS 


Federal funds in the amount of more than $16,000 will 
be made available to Manitoba to assist in extension of 
hospital accommodation in that province. Hospital Con- 
struction Grants under the National Health Program have 
been approved in connection with enlargement of the 
Fox Memorial Hospital, District 12A, Carberry, and the 
Manitoba Sanatorium, Ninette, Man. It is also announced 
that $9,033 would be contributed to assist in construction 
of seven new patient beds, three new nurses’ beds and 


160 square feet of x-ray laboratory\space at the Fox 


Memorial Hospital. Work under way there will provide 
new operating, delivery and sterilizing rooms. Fox Hos- 
pital serves an area of 432 miles, with a population of 
some 3,000 persons. Manitoba Sanatorium at Ninette will 
be assisted in adding 15 new nurses’ beds to its present 
nursing accommodation of 46 nurses’ beds. The federal 
grant involved totals $7,500. 
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AMERICAN ASSOCIATION -FOR 
CLEFT PALATE REHABILITATION 


The annual meeting of the American Association fer 
Cleft Palate Rehabilitation will be held at the Webster 
Hall Hotel in Pittsburgh, Pennsylvania, May 14 and 15. 
The program will include special sectional meetings in 
the areas of medical-surgical problems, dental-prosthetic- 
orthodontic problems, and speech-psychology-education- 
social work. Motion pictures and special exhibits relating 
to cleft palate rehabilitation will be shown throughout 
the convention. The meeting will be open to any indi- 
vidual with an interest in cleft palate rehabilitation. 
Further information about the program may be obtained 
from Dr. S. M. Dupertuis, 3700 Fifth Avenue, Pitts- 
burgh, Pennsylvania. 


A WORKSHOP ON AGEING 


Ageing—Everybody’s Business is the title of the Uni- 
versity of Michigan’s Seventh Annual Conference on 
Ageing to be conducted as a workshop in Ann Arbor, 
Michigan, June 28 to 30, 1954. The workshop will pro- 
vide participants with the opportunity to exchange ideas 
with persons of varied experience, to define respon- 
sibility for the tasks that lie ahead and to establish 
bench-marks for the creation of an environment in which 
the senior citizen can enjoy life-long development. 


Leaders in health, business, employment, labour, edu- 
cation, rehabilitation, social work, religion, housing, 
recreation, community organization, city planning, and 
government are invited to attend, as are members and 
officials of fraternal organizations, women’s clubs, service 
organizations, retirement groups, and voluntary organiza- 
tions. 


Older people are especially invited. They will have 
the opportunity to gain a better understanding of their 
role, and their participation will focus attention upon 
issues with which they are most concerned. 


For further information, write to Dr. Wilma Donahue, 
Chairman, Division of Gerontology, 1510 Rackham 
Building, Ann Arbor, Michigan. 


With an increase of more than 2,700,000 people in 
1953, the United States recorded the largest annual 
PF Sgn gain in its history, according to Metropolitan 
Life Insurance Company statisticians. In the past eight 
years the population has increased by more than 20 
millions; just prior to 1946 it took 17 years to produce 
an increase of this size. This recent population gain, the 
statisticians observe, exceeds by one-third the entire 
present population of Canada. 

Every age group has contributed to the population 
growth, but preschool children show the largest gain. 
Since 1940, the number of children under 5 has increased 
by ‘about two-thirds, compared with a rise of one-fifth 
in the total population. These youngsters now constitute 
11% of the population, compared with 8% in 1940. The 
people at ages 65 and over have increased by nearly 
50% since 1940, and now total about 13% millions, or 
more than 8% of the population. 


Grant of $57,500 to assist in the cost of financing a 
new Nurses’ Home for St. Paul’s Hospital, Vancouver, 
has been approved by the federal government. The 
funds will be provided to British Columbia under terms 
of the Hospital Construction Grant in the National 
Health Program, which is making possible considerable 
expansion of hospital as well as other health facilities 
all over Canada. 

The funds granted for St. Paul’s Hospital operated 
by the Sisters of Charity of British Columbia, will assist 
in providing the hospital with 87 additional nurses’ beds 
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as well as 14 new recovery beds. The hospital already 
has 548 active treatment beds, three recovery and 
four labour beds. The new building now supperted will 
provide accommodation for nurses in training and for 
postgraduate nurses, as well as an additional operating 
room floor, including viewing galleries, clinic rooms, 
recovery room and auditorium. 





AMERICAN HEART ASSOCIATION 


The latest annual report of the activities of the 
American Heart Association, a national voluntary health 
agenry with affiliated heart associations in practically all 
of the States, has been set up against a. historical back- 
ground. Entitled “The Heart Story,” this report traces the 
progress made in 30 years of work for and on behalf of 
sufferers from cardiovascular disease. The most interesting 
parts of the report to the physician are the sections on 
rehabilitation programs a on programs for the pre- 
vention of rheumatic fever. The publication is obtainable 
from American Heart Association, Inc., 44 East 23rd 
Street, New York 10. 


POSTGRADUATE STUDY IN THE 
UNITED KINGDOM 


The Empire Medical Advisory Bureau of the British 
Medical Association is well known to Canadian medical 
visitors in London. The Bureau has now issued a Sum- 
mary of Regulations for Postgraduate Diplomas and of 
Courses of Instruction in Postgraduate Medicine, which 
will be of interest to anyone contemplating postgraduate 
work in the United Kingdom. Communications concern- 
ing the Summary should be addressed to the Medical 
Director, Empire Medical Advisory Bureau, B.M.A. 
House, Tavistock Square, London, W.C.1. 

























































USELESS POSTOPERATIVE COUGH 


a - a oneenenee the es es ene ion of — 
ethyl alcohol vapour in the prophylaxis of postoperative 
cough. The patient pours comeal teaspoonfuls of alcohol 
on a four by four gauze sponge; he exhales slowly and 
then inhales slowly, holding the gauze sponge near his 
mouth. The author states that this method frees the patient 
from irritating dry tickle, and also ameliorates the 

cough in exudative respiratory infections. It does not 
abolish the useful cough, but will make the useless 
“tickle cough” disappear. , 





At the annual meeting of the Montreal Ophthalmo- 
logical Society held on Thursday, February 11, 1954, 
the following officers were elected for the season 1954- 
1956; appointments to be effective from October 1, 1954: 
President, Dr.. A. L. Guertin, 837 Cherrier St.; Vice- 
president, Dr. R. J. Viger, 1414 Drummond St.; Seere- 
tary, Dr. Wm. Turnbull, 1414 Drummond St.; Treasurer, 
Dr. C. Monfette, 864 Sherbrooke St. E. 





PROGNOSIS IN 
GLOMERULONEPHRITIS 


As Richard Bright grew older, he modified his views 
on the prognosis in diffuse glomerulonephritis, and there 
has also been a tendency recently tow: less pessimism 
in this condition. Some information from the Mayo Clinic 
will encourage physicians who may have felt that treat- 
ment results in diffuse glomerulonephritis are not par- 


Canad. M.A. J. 
April 1954, vol. 70 


Made in England. Obtainable from all Surgical Instrument Dealers 


ticularly good. In a short paper, Keitht describes Kn 


outcome of a follow-up study of -50 cases, whose 
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ere were eight cases of acute diffuse glomerulo- 
and have 


nephritis, all in men; all the patients recover 


*P. J. Burnham: Quart. Bull. Northwestern University 
Med. School, 28: 76, 1954. 
+Proc. Mayo Clin., 29: 83, 1954. 
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remained well for 10 to 26 years. In four of these cases, thera ny 
there was a diagnosis of lipoid nephrosis. There were 
also records of four patients with chronic glomerulo- fails 


nephritis who recovered and have remained well for 
from six to 20 years, and of 34 patients in whom this 
disease became arrested. Of the latter group, one lived 
for 41 years and others for from 10 to 30 years. The 
author believes that the number of patients with chronic 
nephritis who are leading restricted but useful lives is 
increasing. 
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DUKE UNIVERSITY SCHOOL OF 
MEDICINE, DURHAM, 
NORTH CAROLINA 


A course in Medical Mycology has been offered con- 
tinuously during the summer for the past seven years 
at Duke University School of Medicine and Duke Hos- 

ital. The course will be offered again this summer and 

as been designed to give the student a working knowl- 
elge of the human pathogenic fungi and an understand- 
ing of the diseases which they cause. 


Instruction by members of the departments of medi- 
cine, pathology and bacteriology will emphasize the 
clinical, pathological and therapeutic aspects of fungus 
infections. Patients, clinical materials, cultures and 
laboratory animals will be available for study. An op- 
portunity to study pathological materials, gross and 
microscopic, will be given those whose interest and 
previous training would make this of value to them. 
The practical laboratory aids which help to establish a 
definitive diagnosis will be stressed. The course is open 
to clinicians, pathologists, bacteriologists, technicians and 
others who have an interest.in the medical phases of 


sunburn 
and other burns 


dermatoses 








Sroeey: Classes meet six days a week from July 5 to 
July 31. 


Inquiries concerning this course should be directed a D ply 


to Dr. Norman F. Conant, Duke Hospital, Durham, 
North Carolina. 
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FEDERAL SUPPORT FOR MONTREAL 
BLOOD DERIVATIVES RESEARCH 


Research at the’ University of Montreal on ~blood 
derivatives is to be supported by a federal grant of 
$46,220: The Institute, headed by Dr. Armand F rappicr, 
will install and equip a pilot plant in order to in 
a — to prepare fractions from blood and to 
study the activity of such fractions by physio-chemical 
and biological methods. It will endeavour to improve 
these blood products to fit them for health uses and to 
make sinlinthe to public health authorities any by- 


products of such research, such as gamma globulin. u.s. vitamin corporation of canada, Itd. 
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THE NUTRITION SOCIETY OF 
GREAT BRITAIN 


The Nutrition Society of Great Britain has appointed 
Prof. E. W. McHenry as Honorary Correspondent for 
Canada. Membership in the Society is open to Canadians 
whose work has contributed to the scientific knowledge 
of nutrition; application forms are now available in 
Canada. The Nutrition Society holds frequent meetings 
in Britain and Canadians, interested in nutrition and 
visiting in Britain, will be welcome at the meetings. 
Advance information regarding meetings, membership 
application forms, and information about the Nutrition 
Society can be obtained from Prof. E. W. McHenry, 
School of Hygiene, University of Toronto, Toronto 5. 


ABO GROUPS IN BLOOD PLATELETS 


Suspensions of blood platelets-in normal saline are ag- 
glutinated by A, B and O sera, just as these sera 
agglutinate red cells of the corresponding group. It is 
thus possible to establish four blood groups for platelets, 
similar to the blood groups in erythrocytes. 

Gurevitch and Nelken of Jerusalem report (Nature, 
173: 356, 1954) that they typed platelets from 40 
different bloods; in each case the type corresponded to 
the erythrocyte grouping. 
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VETERINARY MEDICINE 


Veterinary medicine and human medicine are so 
closely linked that no excuse is really necessary for notic- 
ing in these columns the advent of a new journal in- 
tended as an international publication on animal medi- 
cine. This journal, the Zentralblatt fiir Veterinérmedizin, 
is published in Berlin under the direction of two 
veterinarians, Prof. Spérri of Switzerland and Prof. 
Lerche of Berlin. It is the editorial’ policy to accept 
articles in English, French or German, although all 
articles in the first two numbers are in German with 
summaries in French, English and in some-cases Spanish. 
An Editorial Board has representatives from most Western 
European countries. 

The first issue contain several papers of interest to 
workers in human medical research, such as some ex- 
tensive ‘studies of BCG vaccination of calves with en- 
couraging .results, a review of cerebral reticuloendo- 
theliosis in man and animals, a comparative study of 
cerebrospinal fluid in animals, and a report of experi- 
mental work on virulence of Erysipelothrix rhusiopathiz. 

The Zentralblatt fiir Veterinérmedizin will appear in 
annual volumes of about six numbers, each number cost- 
ing about 23 German marks, and is obtainable from Paul 
Parey, Berlin SW 68, Lindenstrasse 44-47. 


FOCUS ATTENTION ON 
WORKERS’ HEALTH 


The Industrial Health Section of the Health League 
of Canada takes particular interest in plans of the 
World Medical Association to establish an International 
Committee on Occupational Health. Advisory commit- 
tees, representing several nations and mainly comprising 
industrial health leaders, are now in the process of 
being set up. : 

The Health League Committee, under the chairman- 
ship of Dr. Harrison Waddington of Toronto, has spe- 
cialized in Occupational Health problems in Canada, 
collecting information from industrial health authorities 
and disseminating facts to industries and interested lay- 
men through bulletins, promotional material and the 
magazine Health. A number of industries have enrolled 
their personnels in the Health League under an indus- 
trial membership plan in order to increase the scope 
of this activity. 

The announced purpose of the proposed International 
Committee is to (1) formulate and promulgate standards 
for better medical and health services to employed 
groups; (2) prepare a report on the relation of the 
physician to these major components of industrial health: 
administrative relationships, health counselling and 
health education, preventive medicine, workmen’s com- 
pensation, rehabilitation, medical care and environmental 
hygiene; (3) meet with representatives of other indus- 
trial health groups as the International Labour Organi- 
zation and the World Health Organization to define 
specific objectives spheres of action and working rela- 
tions, and (4) sponsor a discussion at an early session 
of the World Medical Association, independently or in 
conjunction with other agencies, to bring into focus its 
own program with that of existing international bodies. 

The W.M.A. is a non-government organization repre- 
senting 700,000 physicians of 46 national medical 
societies. 


